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SPONTANEOUS AND HABITUAL ABORTION* 
An Interdisciplinary Study 
R. J. Wem, M.D. and Cart Tupper, M.D.’ 


One of the greatest problems i in obstetrics is spontaneous abortion. Statistic- 
ally the incidence of unintentional abortion according to several authors falls 
between 5.1 and 12.9 per 100 pregnancies, with an average of 9.5. This incidence 
rate has been computed on the basis of studies in different areas in different 
parts of the world. Statistical investigation in the Halifax area by the writers 
as part of this project is in agreement with the above figures. 

Over the years countless investigators have suggested innumerable methods 
of treatment for spontaneous abortion on the basis of diverse etiological as- 
sumptions. The etiological hy pothesis have been summed up by King‘) under 
the following headings: 

defective fertilized ovum; 
Mechanical elements, such as location of implantation, position of the 
placenta, and abnormalities of the uterine musculature, 
Toxic or psy chologic factors; 
\ poorly prepared or nourished endometrium, with circulatory impairment 
caused by condition such as retroversion, cervicitis or tumors; and 
An improperly maintained decidua due to hormone imbalances or vitamin 
deficiencies. 

As significant and far fetched as some of these etiological assumptions may be 
(we studied most of them), treatment based on all of them administered by 
enthusiastic therapists proved to be quite successful. In the hand of more 
skeptic al physicians however, the same thet rapeutic approaches lost much of their 
efficiency. In the above mentioned paper by King, the latter reports 14 different 
therapeutic methods for treating threatened and ‘repeated abortion by as many 
therapists and he came to the statistical conclusion that 61°%, of habitual aborters 
carried through to term regardless of the type of treatment or the absence of 

It is reasonable to assume that the common denominator of these therapeutic 
successes is the psychotherapeutic aspect of the doctor-patient relationship. 
his hypothesis appears to be corroborated by the writings of Javert'?).(#)() 
and his group as well as others — obstetricians as well as psychiatrists — who used 
psychotherapy in the treatment of spontaneous and habitual abortion con- 
sciously and in a sianiel fashion. 

That psychological stresses and pre-existing emotional factors within the 
personality of the pregnant woman have etiological significance in the causation 
of abortion had long been suspected by physicians as well as the laity. We were 
aware that a hy pothesis of a one to one relationship between psychological 
factors and spontaneous abortion was untenable. However, there was no doubt 
that emotional stress factors play a considerable role in the causal chain leading 
to spontaneous abortion. In order to put psychological factors in the problem 
of abortion into the proper picture, we had to look into a number of parallel 
events within and without the aborting woman. 


1Faculty of Med., Dalhousie University, Halifax. 
*Presented at the Annual Meeting, Cdn. Psychiat. Assoc., Halifax, 1958. 
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Cherefore, we planned and embarked upon an interdisciplinary study of all 
the different causative determinants which were suggested to have etiological 
significance in premature interruption of pregnancy. By this method we hoped 
to find some connectng links in this causative chain leading to spontaneous 
abortion. 

Our original team consisted of an obstetrician — the research director — an 
endocrinologist, a psychiatrist, a biochemist, a pathologist, a psychologist and a 
secretary. Research strategies were planned for each discipline as well as for 
the total team. From the beginning of our investigation the entire team met 
regularly — discussing the findings of each investigator. At the same time we 
focused our attention upon possible areas of contact and overlap. 

In the following tables the investigation of each discipline is outlined: — 


Obstetrics — Table I 


1. Gynecological/obstetrical history 
z; History of physical illnesses 

3. General physical ex xamination 

4+. Gynecological examination 


Vaginal smear 
6. Routine blood examination 
Blood count 
Wassermann 
Routine urine examination 
8. Hysterogram on non-pregnant habitual aborters 
9. BMR 


10. Dietary inquiry. 


Biochemistry — Table Il 
1. Blood Chemistry: 
Vit. C 
Vit. E 


c. Calcium 
d. Cholesterol 


2. Urine: 
a. Estrogen 
Pregnandiol 


c. Chorionic gonadotrophin 
d. 17-Ketosteroids 
e. Corticoids 
Psychiatry — Table Ill 
1. Experimental Group — 100 patients 
a. Clinical interview 
b. Questionnaire which was devised specifically for this project and con- 
tained 70 items 
Long-term observation of several patients 
‘J = data gained from a, b, and c were utilized to: 
. Classify 100 experimental patients into 3 groups 
b. Items on the questionnaire were assessed and the trends studied 
3. Control Groups: 
a. Normal pregnancies undergoing same investigation as experimental group. 
b. Study of women in later stages of pregnancy at Prenatal Clinic. 
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Pathology and Anatomy — Macroscopic and microscopic examination of the 
aborted foetus and placenta. 
Psychology — The psychologist who worked with us for a short period used 


several tables of the Rorschach test, the T.A.T. and Mental Health Analy sis. 


Some of the results of the first phase of our study during which we investi- 
gated a large number of aborters for a short period, have been published in 
several papers. ). (6). (7), (8). (% — In the non psychiatric areas our investigation was 
able to demonstrate: 


i. that the Vitamin levels C & E in the blood were not significantly different 
in spontaneous aborters than in normal pregnant women. 

ii. the relative absence of organic changes in the genital tract seem to indicate 
that demonstrable pathology in this anatomical area is a rare causitive factor 
of spontaneous premature interruption of pregnancy. 


iii. blighted ova and abnormal foetus were not demonstrated by us as often 
as some writers on this subject claim to have found in their aborters (blighted 
ova 5.6°/,, abnormal foetus 11.2%) 


iv. our endocrinological investigation at this stage “remained unclear and not 
fully conclusive” except for the fact that we were able to demonstrate that 
the prognosis of pregnant women with low hormone levels was, on the whole, 
poorer in women with hormone levels within normal limits. 


The psy chiatric findings in this first phase of our study are presented in the 
following table: 


(A) The Inadequate Reserve Group — This group, w hich contained 44 of our 
100 experimental cases, appeared to have inadequate psychological and physical 
reserves to cope with the demands of normal pregnancy. They were overly 
dependent, had difficulty in making their own decisions, were uncertain and 
anxious in their relations with others, were more or less confused about their 
sex roles, and often ignorant of sex in general. They had anxieties and a tendency 
to depression that often dated back to childhood, although i in general they express- 
ed no particular fear of childbirth. The majority came from large families and 
had an unhappy childhood, due to such causes as a stern father to whom they 

could never come close, or a chronically ill and inadequate mother. On the w hole 
they were a cooperative group and w elcomed the opportunity to discuss their 
difficulties. They were normally intelligent, and seemed to have greater psy- 
chological insight than the other groups. They could be summed up as women 
immature to most life situations, whose thinking centered mainly around their 
own needs. 


(B) The Independent, Frustrated Group: — This group, which consisted also 
of 44 women, was of a higher intellectual level and socially better adjusted. 
heir relations with their parents had been happier, and they were married as a 
rule to understanding husbands who were very often markedly neurotic. They 
were independent, had often been career women with special interests they had 
been reluctant to give up for marriage. They had mixed feelings about their 
feminine role, had often got pregnant for the husband’s sake rather than their 
own, and were highly protective toward him — trying always to shield him from 
unpleasantnesses and inconveniences, and therefore unable to discuss pregnancy 
problems with him. While a few showed anxiety, most of them tended to 
obsessive and compulsive tendencies, with fear of failure. Physically they seemed 
quite healthy. 
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(C) Mixed Group: — This group, which was small, consisted of a mixture of 
personalities. Some appeared well adjusted in most areas of life, others were 
unstable, shiftless, and neurotic. 

\s these independent research data accumulated and the research team 
members tended to become absorbed in investigations in their own special field, 
we found it necessary to return to the search for an interdisciplinary hypothesis 
on the basis of which a new research strategy could be planned. 

Theoretically such a hypothesis had to include and integrate the basic 
assumptions of all disciplines and strategically unite the efforts of all team members 
in a goal directed fashion. 

\ unified theory of spontaneous and repeated abortion offered itself in the 
communication theory applied to human behaviour by Jurgen Reusch. 

Modern medicine looks upon a human being as a bio-psychosocial unit which 
maintains a state of internal homeostasis and attempts to attain optimal adjustment 
to the environment. Expressed in terms of J. Ruesch and A. R. Prestwood”) 

“the body as a whole can be looked upon as an instrument of communications 
receiving, evaluating and transmitting messages. The origin and destination of 
such messages may be located within the organism itself or are to be found 
outside” 

The pregnant woman is an example par excellence that the human body 
functions as a communication system. The growth of the foetus constitutes the 
source of continuous messages to the mother. The pregnant woman receiving 
these slowly changing messages has to make subtle adjustments in her total func- 
tioning to maintain the pregnancy. This process leads to further growth of the 
foetus and repetition of the same communication cycle. 
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Optimal “operation” of this “feed back system” leading to and —- 
pregnancy depends upon “healthy” responses of all ‘ ‘target organs” as well a 
upon an environment not exceeding the stress tolerance of the pregnant woman. 

The homeostatic cycle from the foetus via placenta to the maternal cerebral 
cortex and back again contains many nodal points such as hy pothalamus, pituitary 
gl: ind, all organs determining the blood chemistry etc. 

This internal cycle can be supported or disturbed by events in an external 
cycle, which includes practic: ally the total environment. 

This hypothetical approach induced in our team a renewed effort to corre- 
late data of the different disciplines. The first attempt at correlation consisted 
of comparing emotional changes in habitual aborters throughout their pregnancy 
with the fluctuations of their hormonal excretions. 

To date we have studied 17 habitual aborters on a long term basis, that is, 
we have followed them week by week throughout their pregnancies. From 
this study we have gained the followi ing impressions: 

(1) A decrease of the urinary level of chorionic gonadotrophin often coincided 
with or followed emotional upsets. 

(2) Less regularly a fall of the level of excretion of estrogen and/or pregnandiol 
was observed after emotional stress. 

(3) While the estrogen excretion level was generally within the normal range 
the pregnandiol level in the observed pregnancies of repeated aborters was 
more frequently below the normal level. 

(+) The 17-Ketosteroids excretion seem to fluctuate within wider ranges in our 
habitual aborters than in non-pregnant state. 

A new impetus to the pursuit of our common search for a better under- 
standing of spontaneous and habitual abortion came from a rather unexpected 
source. 

The pathologist who studied the placentae of our spontaneous aborters histo- 
logically noted certain proliferative changes in ged same. Using differential 
stains, he was able to demonstrate in approximately 7 of cases of spontaneous 
abortion, fibrinoid necrosis and collagen plagues in ne placental villi. 

These pathological changes resemble those found in collagen diseases — such 
as rheumatoid arthritis. 

It is well known that the blood serum of patients suffering from collagen 
diseases contain a substance which agglutinates the red blood cells of sheep. If 
our assumption of a similarity between the placental changes we were finding 
and those occurring in tissues affected by collagen diseases had any validity, the 
serum of our aborting women should agglutinate also the red blood cells of sheep. 

This our pathologist did prove by comparing the agglutinating propensity 
of the blood serum of: 

(a) unmarried, non-pregnant women, 

(b) women in their Ist to 3rd months of pregnancy, 

(c) women at full term of pregnancy, 

(d) women in the process of threatened abortion. 

We observed that the serum of threatened aborters not only had a large 
amount of red sheep cell agglutinating substances, but also that the quantity of 
these antibodies changed during their pregnancy, judged by the titres obtained. 

Thus, the fluctuating titre provided us with another variable which we could 
project upon the longitudinal psychiatric study of our habitual aborters of which 
many carried their pregnancy to full term. 
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In comparing the fluctuating serum titres with periods of stress in our 
aborters we are beginning to find correlations which are potentially significant 
connecting links in our hypothetical model. 

The relationship between the psychological, endocrinological and serological 
variables is the subject of a research project of our psychologist. 

The long term observation of our habitual aborters, originally planned for 
research purposes has lead us into the development of a therapeutic approach 
which has now become a routine procedure. 

After a complete physical, psychological and laboratory evaluation of the 
habitual aborter, and after the establishment of good communication between the 
obstetrician (G.P.) and the psychiatrist the patient is advised to follow the fol- 
lowing routine: 

She collected weekly a 48 hour sample of urine, sees the psychiatrist for 4 
to 1 hour weekly and the obstetrician at first once monthly and later in preg- 
nancy more frequently. A blood sample is taken from the patient at 14 day 
intervals for serological testing. 

The relationship between the habitual aborter and the psychiatrist can be 
arbitrarily divided into four phases which overlap to a considerable degree: 


(1) Initial Phase: 
a. Psychosomatic history 
b E xplanation of project 
c. Talk on anatomy and physiology of sex, pregnancy and childbirth 
d. Limits of behavior, therapeutic advice. 
(2) Therapeutic Phase: 
a. Fostering of dependency 
b. Permission to phone during stress periods 
c. Discussion of present life situation 
d. Past family relationships. 
(3) Weaning Phase: 
a. Foetal movements 
b. Emphasis of independence 
c. Shift of interest from therapeutic situation to child rearing problems 
d. Shortening interviews 
e. Lengthening of Intervals. 


(4 


Preparation for childbirth: 
a. Discussion of labour 
b. Talks about exercises 
c. Relaxation 

(d. I ly pnosis) 

e. Return to obstetrician 


Of 17 habitual aborters followed by the above routine, 15 carried through 
to . birth of 17 children. 7 
» far our research has produced results of two values. On the negative 
side i it ee definitely demonstrated that some of the traditionally held etiological 
hypotheses on spontaneous and habitual abortion have no scientific foundations. 
The positive results’ of our study of spontaneous and habitual abortion may, 
we hope, contribute to new insights into the etiology and treatment of this 
condition. 
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IPRONIAZID* — OBSERVATIONS ON ITS USE IN 30 CASES 
R. H. Tavener, M.D. 


[proniazid is a member of the isonicotinic acid hydrazide group known for 
properties of anti-tuberculous activity and the engendering of euphoria. Psy cho- 
logical effects were noted during its use in the treatment of tuberculosis. 

Patients on iproniazid were reported to show elevation of mood, decreased 
fatigability, increased appetite and an increased responsiveness to stimuli(. In 
some cases, this progressed to a psychosis characterized by insomnia, iritability, 
overactivity, aggressiveness, reality distancing and body image distortion 
These effects appeared after an apparent latency period of days or weeks‘! 3), 

In conjunction with these changes, disturbances of autonomic and neuro- 
muscular balance occurred; with symptoms of hyperreflexia, tremors, headaches, 
constipation, urinary hesitancy or frequency ' 0, Withdrawal symptoms were 
noted‘) 

\ll these changes pointed to a generalized increase of function of the 
nervous system. The drug appeared to act as an “energizer”! (5) (3), 

Che postulated method of action is related to the inhibition of mono-amino- 
*) and a subsequent increase in serotonin levels. ‘This hypothesis leaves 
certain aspects of the action unexplained, particularly the latent period before 
clinical effects are seen. 


oxidase 


In view of the ; ipparent effect as a “psychic energizer’ , it has been expected 
that iproniazid would be of value in the treatment of valk Rete states charac- 
terized by anergy, retardation or lowered affect. The observations reported 
here are related to the effects of iproniazid in relieving such states and to the 
side effects that occur during its administration. 


SELECTION OF CASES: 

No attempt was made to set up a controlled experiment, although it will 
be seen that each case formed an adequate clinical contro] for himself. All 
cases were well known to the hospital staff and to the writer from repeated 
prolonged stay in hospital. All cases had received repeated trials on treatments 
indicated for their illness. All cases were considered severe therapeutic problems 
and had been assigned their niche as “chronic hospital patients”. These cases 
were sclected because of the above factors plus symptoms of retardation, with- 
drawal and lowered affect as a considerable portion of their illness. 
DESCRIPTION OF CASES: 

1. Involutional Depressions: Your cases, female. Ages ranged from 45 to 
48, average 46 years. All had repeated hospitalizations over the ‘preceding four 
years, with short periods between readmissions. Present hospitalization varied 
from 4 to 13 months, average 9 months. All had previous treatment with 
F.C.T., ataractics, high dosage progesterone, with no improvement or with in- 
complete and temporary improvement. 


Symptoms in common were: an agitated depression associated with the 
menopause and accompanied by insomnia, indecisiveness, feelings of hopelessness 
and somatic delusions. 


2. Endogenous Depressions -(Psychotic Depressions, Manic Depressive 


Depressions): Four cases; two male, two female. Ages varied from 28 to 50 


*Generously supplied as “‘Marsilid’”” by Hoffman La Roche Ltd. 
1Mental Hospital, Selkirk, Man., Dept. of Psychiatry, University of Manitoba. 
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years, average 41 years. All had repeated admissions, longest period out of 
hospital within four years was six months. Aver rage duration of present admis- 
sion, ten months. All had previous E.C. T., ataractics, supportive psychotherapy. 

Symptoms in common were: retarded depression accompanied by feelings 
of hopelessness, difficulty thinking, defective concentration and indecisiveness. 

3. Depression Associated with Cerebral Arteriosclerosis: ‘Two cases, male. 
Ages 62 and 64. Hospitalization for twelve and seventeen months. Previous 
treatment with E.C.T., ataractics, niacin. 

Symptoms of arteriosclerotic psychosis with depression. 

4. Depression associated with Immature Personality: one case, female. 
Age 31. Repeated hospitalizations in various institutions for alcoholism with 
depressive reactions and suicidal attempts. 

Symptoms of low frustration tolerance with reaction in form of depression, 
somatic complaints, attention seeking behaviour. 

5. Schizophrenia: Nineteen cases; ten female, nine male. Ages varied from 
25 to 60 years, average 36 years. All had previous or continuous “hospitalization. 
Present period in hospital ‘varied from two years to thirty-seven years, average 
ten years. All had previous E.C.T., deep coma insulin, ataractic drugs. 

Symptoms in common were marked withdrawal, anergy, blocked affect. 
Fifteen cases had haliucinatory symptoms. 


ROUTINE AND DOSAGE: 

Ward care was standard, including diet. Daily routine was altered only 
by the addition of the medication. All patients had received other drugs and 
had shown minimal or no alteration of behaviour to the administration of tablets. 

Each patient was given iproniazid 50 mgm. t.i.d. for a period of two 
months, or until an effect was apparent. Shortest time on drug one month 
(+ cases); longest period on drug, to date, eight months, 19 cases. 
INTERPRETATION OF RESULTS: 

1. Worse — increase of symptoms or behavioural disturbance leading to 
discontinuation of drug. 

2. Unchanged — no apparent change in psychological or behavioural pic- 
ture, although side effects may be present. 

3. Improved — increased energy and affective response sufficient to lead to 
socialization in groups, participation in occupational therapy and ward manage- 
ment, responsibility for personal care. 


TABLE OF RESULTS 


Group No. cases Worse Unchanged Improved Much 
Improved 

Involutional 4 4 - 
Endogenous } ” | 1 1 
Organ 2 | I 

Immature 1 1 ; 
Schizophreni 19 3 6 9 1 

Potals 30 5 8 11 6 


*Precipitation of manic 
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4. Much Improved — resolution of symptoms to an extent leading to 
separation from hospital and resumption of previous or similar employment. 
RESULTS: 

In the majority of cases to whom the drug was exhibited, a definite influence 
was noted. The effect appeared to be a diffusely energizing effect leading to 
increased ability to function in social situations. Those patients who appeared 
to respond most favorably were those showi ing a “pure’ depression, followed 
closely by the group diagnosed as Schizophrenia, Simple type. The groups 
with addition of organic features, poor personality structure or symptoms of 
hallucinations or marked bizarrity did less well. 


Oo 
8 
of 


The group of involutional psychoses responded well and results on follow- 
up indicate three of the four functioning well after eight months; the fourth 
functions well with regular support from frequent visits to hospital. 

The endogenous depressions responded unpredictably. One patient showed 
a full scale manic episode after three weeks of therapy; one patient was unchanged 
and two improved. 

One of two depressions associated with organic brain disease responded 
with increased social and personal care. 

One depression associated with episodic acting out and immature personality 
responded with increased irritability behaviour disturbance and finally with 
severe occipital headache which necessitated withdrawal of the drug. 


In the Schizophrenic group, those patients showing hallucinations and 
delusions, distortions of bodily image appeared to have these symptoms exacerbat- 
ed. In some cases this was severe enough to actively interfere with behaviour. 
In some cases the increase of these symptoms was balanced by a general decrease 
of seclusiveness so that the overall result was a behavioural improvement. 

About one-third of the Schizophrenics showed no noticeable change. 


In the group of Simple Schizophrenics there was a trend toward increased 
interest, social participation, spontaneous and purposeful energy. None of these 
patients developed a more acute form of psy chosis, i.e. none show ed the dev elop- 
ment of hallucinations, bizarrity of behaviour or disorganization of thought. 

Catatonic states showed a gradual improvement in activity, speech and 
interest. Hallucinations present previously were difficult to assess, but the overall 
picture improved. 

Of ten improved Schizophrenics, four were diagnosed as Simple type, four 
Catatonic, one Paranoid, and one Schizo-affective. Of six unchanged Schizo- 
phrenics, four were Paranoid type, two Hebephrenic. Of three made worse 
all were diagnosed as Hebephrenic. 

Side effects noted were: Increased hallucinations (7 cases); postural 
dizziness (6 cases); ankle edema (6 cases); fatigue (6 cases); fine tremors of 
hands (6 cases); hesitant urination (5 cases); visual accommodation depth 4 
ception difficulty (3 cases); constipation (3 cases); drowsiness (3 cases); i 
somnia (3 cases); headache (1 case); generalized rash (1 case). 

No cases of jaundice or leukopenia were observed. 


Some side effects of the drug was noticed in all treated cases. Usually 
these were of a relatively minor nature. Most can be controlled by reduction 
of dosage. It is our impression that side effects diminished in severity and rate 
of appearance when patients were placed on a regular Vitamin B. complex 
supplement. 
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The most disturbing side effects, as related by patients, appeared to be: 

a) dizziness which occurred on sudden change of position, e.g. from sitting 
to standing, 

b) difficulty handling cups, etc. due to incoordination associated with 
tremors of hands, 

c) ankle edema (cosmetic). 

The side effects necessitating withdrawal of therapy were: 

a) headache (1 case) 

b) rash (1 case) 

c) increased hallucinations (3 cases) 


Side effects of postural dizziness and visual accommodation disturbances 
are of importance for consideration of persons having to operate machinery or 
estimate distances, e.g. climbing stairs and driving automobiles. 

DISCUSSION OF EFFECTS: 

From clinical impressions in regard to this series of cases it would appear 
that iproniazid has a general effect on persons, regardless of diagnosis, to cause 
an increased awareness of and reactivity to the real environment. This in- 
creased reactivity is also sponsored in regard to those intellectual defences usually 
thought to protect the individual from too close association with reality, e.g. 
projective phenomena. This is manifested in the individual by lessened’ with- 
drawal, more social participation, more interest, etc. It is also manifested by 
increased hallucinations and delusions, if these previously existed, as defence 
reactions. We were not able to ascertain any case in which these symptoms 
were elicited de novo. 

From this series, it would also appear that iproniazid has an effect causing 
an elevation of mood, an increase of affect and a warming of interpersonal res- 
ponses. This appears to occur regardless of diagnosis although it is most manifest 
in cases with a circumscribed and mainly affective disorder. It may be masked 
in cases of impure affect due to exacerbation of other sy mptoms. This elevation 
of affective level appears to be egosyntonic as a rule although one case in our 
group (Schizo-affective Depression) appeared to recognize intellectually that 
there was a disparity between his mood and his thought and mentioned a “pleasant 
but artificial happiness” 

From this series it would appear that the most suitable cases are those of 
“pure” depression but results in anergic states and in some withdrawals were 
encouraging. The results in Simple Schizophrenia, which in our experience has 
hitherto been virtually untreatable, were particularly noteworthy although the 
numbers of cases were of course too small to draw any conclusions. 
DISCUSSION OF UNWANTED EFFECTS: 

As noted above, some unwanted effect was noticeable in all cases treated 
with iproniazid. However, most of these effects were of no particular concern 
to the patient or relatives in relationship to the beneficial effects of the drug. 
In fact, a common experience was in the nature of a typical statement of a 
husband, “Doctor, please put her back on the medicine that made her feet swell; 
she’s never been as good before or since.” 

A general impression was that side effects were lessened by the administration 
of Vit. B. complex (pyridoxine? B.12?). , 

Most side effects were tolerable or were controllable by reduction of 
dosage. ‘ 
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(2) 


No liver dy sfunction’2) or blood disorder was encountered. 


Several side effects have potential seriousness; 


a) Rigidity of the vascular system — this leads to postural hy potension, 
fainting and possible injury; or possible serious inconvenience at work requiring 
much sitting or standing, etc. 

b) Imperfect depth perception — leading to incorrect estimation of distance. 
This defect is obvious for those driving cars or climbing stairs or running open 
machinery. We have had one person fall down stairs while not in the least 
weak or dizzy, but by placing her foot down on a step that was in reality three 
inches below. We also have had one delivery truck operator who coasted into 
the back of four cars at stop lights within one month, because he did not stop 
soon enough. Luckily no damage resulted. 


c) Edema of extremities — this is due to sodium retention and responds 
to diuretics and salt reduction but has implication in cases predisposed to handling 
sodium poorly. 


d) Increase of pre-existing hallucinations and delusions — may lead to an 
overall worsening of the psychotic picture and concomitant behaviour. 


e) Potentiation of narcotics, anaesthetics and sedatives — the dangers here 
are obvious. 


DISCUSSION OF USE: 


Our impression is that iproniazid is a potent drug with a resultant necessity 
for close control of its use. We believe it should only be used by physicians 
well trained in the recognition of its potential side effects; to us this means per- 
sons with psychiatric training. We believe patients started on iproniazid should 
be under hospital conditions and under frequent follow up visits for a period 
of at least two or three months and that while on the drug, they must continue 
under the care of their physician. Prescriptions should not be repeated with- 
out a check of the patient by the physician before doing so. 

Notwithstanding the above, we feel the drug is definitely indicated in 
certain psychiatric st: ates; 1.e. depressions, states of anergic behaviour who have 
not responded to more usual therapy or in whom such therapy is contraindicated. 


TENTATIVE CONCLUSIONS: 

1) Experience with iproniazid in thirty psychiatric cases is described. 

2) Seventeen of thirty chronic patients were benefitted by the drug. 

3) Best indication for use of the drug appears to be depressive states 
which have not responded to other therapy or in w hom other therapy is not 
indicated. 

4) Use of iproniazid in Simple Schizophrenia is worthy of further in- 
vestigation. 

5) Side effects with iproniazid are common but usually not of serious 
import. Vit. B. supplements are advisable. 

6) Use of iproniazid should be in the hands of persons competent to 
assess difficulties that might arise with its use. 


7) Iproniazid is an incomplete instrument but is a valuable addition to our 
present armamentarium of pharmacological tools. 
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Société Canadienne d’Etudes et de Recherches Psychiatriques 


Le 7 janvier 1958, 4 l’Hotel-Dieu de Montréal, se réunissait, sous la pre- 
sidence du docteur Jean Saucier, un groupe de psychiatres afin de constituer une 
société d’expression frangaise, servant de lieu de rencontre pour leurs échanges 
scientifiques et de lien entre les diverses tendances de la psy chiatrie contemporaine. 

Le Conseil exécutif de 1958 comprend les docteurs V. Voyer président; 
F. Coté, vice-président,; J. B. Boulanger, secrétaire; M. Berthinuene. trésorier; 
H. Lehmann et Y. Rouleau, conseillers. 

La Société a tenu a Montréal quatre séances scientifiques au cours de l'année: 
4 Hopital Notre-Dame, le 4 février; le 18 mars a Hopital Maisonneuve; le 
30 septembre a l’Hopital Sainte-Justine et le 25 novembre a l'Institut Albert 
Prévost. On avait prévu une réunion a Québec pour le 26 avril, mais des diffi- 
cultés d’organisation empéchérent au dernier moment la réalisation de ce projet. 

Six communications, dont la variété indique l’orientation du groupement, 
furent présentées devant un auditoire d’une quarantaine de participants a chaque 
réunion: le + février 1958, par les ng V. Voyer et R. Racine (“La Grossesse 
et les réactions dépressives du mari”); le 18 mars, par le docteur Gilles Paul-Hus 
(“Problémes de thérapie chez les Hho chroniques”); le 30 septembre, par le 
docteur D. Lazure (“Cas de réaction psychotique chez un enfant d’age pré- 
scolaire”) et le docteur J. B. Boulanger (“Psychothérapie analytique d’un groupe 
de pré-adolescentes — Rapport préliminaire”) ; le 25 novembre, par le docteur 
J. M. Bordeleau (“Inhibiteurs de l’amino-oxydase”) et le docteur R. Lemieux 
(“Une nouvelle forme d’enseignement psychiatrique”) 

Ce n’est 1a qu’un modeste début. Les fondateurs de notre Société sont 
persuadés que ses activités s’accroitront et se diversifieront avec les années. 
Nous avons invité les médecins, les psychologues, les travailleurs sociaux et les 
ethnologues a se joindre aux psychiatres qualifiés a titre de membres adhérents 
ou associés, pour l’enrichissement mutuel de ces disciplines complémentaires. 
Une réunion commune avec la Société Canadienne de Psychanalyse et la section 
psychiatrique de la Montreal Medico-Chirurgical Society est en voie de pré- 
paration pour le 26 février 1959. 

La Revue Canadienne de Psychiatrie, grace a Ventremise du docteur 
Berthiaume et a l’amabilité de son rédacteur-en-chef, le docteur Chalke, nous 
offre, 4 compter de ce numéro, une section réguliére pour la publication de nos 
travaux et de communications en langue frangaise. Cette généreuse hospitalité 
nous impose un choix de qualité, qui donnera la mesure de notre gratitude, 


Le secrétaire, 


J. B. Boulanger 
Montréal, le 29 décembre 1958 


Executive Council (1958). Dr. V. Voyer, president; Dr. F. Coté, vice- 
president; Dr. J. B. Boulanger, secretary; Dr. M. Berthiaume, treasurer; Drs. H. 
Lehmann and Y. Rouleau, councillors. 

Scientific Meetings 

(Hopital Notre-Dame, February 4, 1958). “Pregnancy and the Husband’s 
Depressive Reactions”, by Drs. V. V oyer and R. Racine. 

(Hopital Maisonneuve, March 18, 1958). “Problems of Therapy with 
Chronic Patients’, by Dr. G. Paul-Hus. 
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(Hopital Ste-Justine, September 30, 1958). “A Case of Psychotic Reaction 
in a Preschooler”, by Dr. D. Lazure. “Analytic Psychotherapy with a Group 
of Preadolescent Girls — A Preliminary Report”, by Dr. J. B. Boulanger. 

(Institut Albert Prévost, November 25, 1958). “Amino-oxydase Inhibi- 
tors”, by Dr. J.-M. Bordeleau. “A New Method of Teaching in Psychiatry”, 
by Dr. R. Lemieux. 


LA GROSSESSE ET LES REACTIONS NEUROROTIQUES ET 
DEPRESSIVES CHEZ LE MARI 
V. Voyver et R. RAcINE 


En 1951, a une réunion de |’Association Médicale Canadienne, l'un de nous 
présentait une étude sur des cas de “COUVADE” décrivant une manifestation 
neurotico-dépressive chez le “mari que se couche lorsque sa femme accouche”. 

Depuis, la “couvade” nous est apparue, apres observation de centaines de cas 
de dépressions des maris lors de premiéres grossesses de |’€pouse, comme: 

1) une dépression circonscrite, li¢ée intimement a l’expérience de l’accouche- 
ment; 

2) imprévisible, sans symptomes prémonitoires durant les 9 mois de grossesse 
de l’épouse; 

3) absente ultimement chez les maris qui manifestent une dépression au 
début ou durant la grossesse; 

en somme toute distincte comme expérience existentielle des multiples autres 
formes de régressions occasionnées pendant la grossesse; ces formes ne pouvant 
logiquement étre contenues sous le vocable de “couvade”. 

Nous résumons ici un travail considérable, omettant nombre d’histoires de 
cas, pour ne décrire en quelques mots a) les formes de réactions; b) la psycho- 
pathologie différentielle; c) les implications dans le traitement. 


Formes réactionnelles 


1—Les réactions caractérielles sont les plus fréquentes. Inavouables par le 
mari, elles symbolisent le désir morbide de fuir la paternité d’une maniére in- 
controlable. 

a) La négation consciente et brutale de la paternité s’adressant a I’ épouse 
a annonce qu'elle est enceinte: “Ce n’est certainement pas de moi” dit-il, est 
observée chez le mari convaincu par ailleurs d’étre le seul homme a avoir connu 
son épouse. La négation est rageuse, sans appel, |’€pouse est mise dans l’impos- 
sibilité d’argumenter sur le sujet. Tout comme dans l’obsession, le mari semble 
convaincu de cette idée tout en la sachant fausse. Cette réaction est accom- 
pagnée chez de nos patients de fugues diurnes, de régression des appétits, in- 
différence au travail et, comme nous le disaient certains, des indigestions avec 
la peur “au ventre”. Les périodes d’invalidité n’apparaissent que tardivement 
apres le phénoméne primaire de la négation. 

b) L’alcoolisme-habitude ou lVintolérance a l’alcool a souvent comme 
date de départ la premiére grossesse de l’€pouse. 

c) Des réactions de donjuanisme avec désintéressement complet pour 
l’épouse sont observées chez des individus qui ne connaissaient sexuellement pas 
de femmes avant leur mariage. I] délaisse le foyer pour la vie de bohéme, ce 
mari, et cherche compulsivement a séduire le plus de femmes. 
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d) L’homosexualité progressive est assez fréquente et surprend l'homme 
lui-méme qui, soudainement, s’y livre en se plaignant que c'est une répugnance 
soudaine pour la femme qui s’est emparée de lui. 

e) L’avarice et la mesquinerie accompagnée ou non de dépression sont 
évidentes dans quelques cas. 

2—Les réactions psy chosomatiques sont plus difficiles a associer a la grossesse 
de l’épouse d’une maniére directe. L’ulcére d’estomac, un syndrome asthma- 
tique, des troubles intestinaux chroniques nous ont semblés directement liés a 
cet événement. 

Des troubles pseudo-psychosomatiques comme le lumbago, la sciatalgie, les 
crampes et de l’astasie-abasie sont beaucoup plus fréquents. 

Ce sont dans ces cas ol nous avons du le plus souvent signer des formules 
d’aide économique, et ot des pétitions en invalidité du mari sont les plus pres- 
santes. 

3—Les dépressions vitales ou grandes asthénies, avec passivité désespérante 
sont fréquentes et un poids lourd pour le médecin traitant. 

—Les dépressions avec “douleur morale” présentent presque le tableau de 
la mélancolie d’involution, sans impotence sexuelle, et ne réagissent pas du tout 
a la thérapie de choc. “Je n’étais pas fait pour le mariage” répetent-ils, ils sont 
désespérants en psy chothér: apie et deux de nos cas n’ont aucunement réagi a un 
contact prolonge. 

5—Les réactions semi-psychotiques ou datmosphére illusionnelle sans vrai 
délire présentent deux aspects: 

a) lun sans projection sur autrui: c'est le cas du pére de famille qui se 
renferme dans des illusions a caracteére spirituel ou religieux, il crée un vrai 
engagement monacal pour les siens avec emphase sur la pratique de la moralité 
la plus tatillonne et les rituels incessants de picté; cecil a été particuli¢rement ob- 
servé chez des professionnels (médecins compris) et des membres de la classe 
bourgeoise; 

b) lautre avee projections daccusations de toutes nuances en particulier 
sur l’épouse, sur la société et sur léglise, toujours avec une grande méfiance 
contre toute séduction. 

Psychopathologie differentielle 

a) Toutes ces réactions se différentient trés bien de la mélancolie ou des 
crises dépressives des cyclothymes par le caractere égal de leur chronicité: 
individu qui en souffre semble voué définitivement a la frustration éternelle 
ou a un conflit sans issue; lhospitalisation répétce semble avoir augmenteé lacuité 
de ses souffrances, toute therapeutique médicamenteuse irrite linsatiabilité de 
ses désirs. La dependance ¢ économique s'ensuit. Toute rémission spontanée 
semble impossib le, nous n’avons pour notre part observé aucune période calme 
chez des individus suivis en médecine et ailleurs pendant des années. 

b) Les caractéristiques de ces individus sont essentiellement marquées par 
le servilisme. Ils furent des écoliers trés méticuleux, désireux de plaire, com- 
pulsifs et scrupuleux. Ils furent de méme dans leurs premiers emplois avant leur 
mariage. Une déclaration fréquente des é€pouses est a noter: “C'est curieux, 
docteur, mais mon mari a toujours passé pour un homme trés vaillant et travaillant 
a l’excés jusqu’a notre premier enfant”. Quant au mari lui-méme, il dira souvent: 
“Je me suis brulé, je suis un homme fini’, marquant son irritation inconsciente 
contre son servilisme morbide, |’erreur d’une domesticité excessive. 

De plus, une recherche active du monde des femmes est évidente chez 
chacun de nos patients. L histoire occupationnelle de chacun d’eux le prouve 
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pga non pas tellement dans le choix de la profession, toutes y semblent 
payer un tribut, mais bien dans la recherche d’un milieu de travail et dans 
8 csedecah de leur entourage. 

Une compétition dans les travaux féminins au foyer est toujours avouée par 
les épouses. 

L’histoire familiale montre: 

un pere tres effacé au foyer paternel, un pére faible qui a souvent subi 
un échec ou une faillite, ou encore un pére qui s’est fait un rentier a trés bonne 
heure; 

une mere autoritaire ou tout au moins exaspérée de la présence intempes- 
tive de homme “a la maison” 

La psychopathologie de ces males dépressifs a la grossesse de leurs épouses 
pourrait se résumer comme suit: une régression soudaine, a l’occasion de cette 
manifestation de puissance de la femme qu’est la grossesse, au stade phallique du 
dév eloppement ou l’enfant male ignore l’absence de phallus chez la fille, le mari 
adulte niant soudainement cette constatation de l’absence de phallus chez la 
femme. 

Tout se passe comme si la grossesse de |’épouse provoquait chez le mari 
une exacerbation anxieuse menagante de la réalisation phallique chez la femme. 

I] s’ensuit une rivalité hostile a l’égard de la femme; le mari l’exerce en 
demeurant pres d’elle, s‘invalide pour mieux la poursuivre partout, ne lui laissant 
aucun répit dans les travaux domestiques. 

Souvent, au cours de psychothérapies chez ces malades, nous avons observé 
une identification étroite du gargon avec une soeur pendant tout le jeune age 
avec une rivalité trés active et une attitude passive et de séduction vis-a-vis du 
pere; c'est comme cela que ces patients passent aupres de leur médecin comme 
des s¢ducteurs en voulant obtenir une pension ou une hospitalisation. 

La femme prouvant sa puissance avec la venue dun enfant provoque donc 
la régression du mari a la période du développement primaire de 3 a 5 ans, la 
oi ’auto-érotisme (masturbation et jeu génital de Spitz) interfere déja avec une 
relation normale avec !a mere. 

Traitements 

Comme nous |’avons dit plus haut, tous ces troubles ne devraient jamais faire 
objet dhospitalisation. Ils devraient étre détectés d’abord par le médecin prac- 
ticien afin d’éviter une attention morbicole et les invalidations par attentions de 
maternage. 

Il nous semble que dans beaucoup de cas au début, le médecin de famille 
peut conjurer l’incendie par une investigation et un aveu du malade concernant 
sa vie primitive. 

Les thérapies de chocs sont nuisibles et compromettent beaucoup de ses 
malades autrement approchables en psychothérapie. 

Une psychothérapie a caractére analytique seule peut redonner une validité 
normale a ces patients. Malheureusement, ils sont détectés trés tardivement, et 
ce fut le but de cette recherche que d’en avertir médecins et psychiatres afin 
quils puissent étre dirigés immédiatement en clinique de psychotheérapie. 

THERAPEUTIC COLLECTIVE DES MALADES CHRONIQUES 
Dr G. Paut-Hus 

“Le traitement institutionnel traditionnel a pour résultat l’apathie et le retrait 
du patient et comme corollaire l'apathie et le retrait du personnel.” Maternal 
Care and Mental Health. John Bowlby, 1952 
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Cette constatation peu rassurante de Bowlby décrit bien le probleme que 
pose une salle de patients dits chroniques. D’un coté des étres anonymes, sans 
originalité et sans individualité, ayant perdu le sens de la communication élé- 
mentaire, le sens de la propreté, leur estime personnelle. Bref un monde simple 
qui ne demande rien, se léve et se couche a la cloche, exprime ses émotions et 
son instinct social en bavant, souillant, criant, déchirant. De l'autre coté un 
personnel apathique, sans espoir, réduit, qui lave, change, surveille ces malades 
et attend le moment de quitter la besogne. 

Il y a 1 an, des mesures de thérapies collectives ont été instituées pour 

resocialiser 65 malades hospitalisés dans une méme salle; les problémes, les ré- 
sultats et le déroulement de l’action thérapeutique seront étudiés de fagon 
générale. 
7 Le groupe était composé de 35 arriérés mentaux dont 10 idiots, 15 imbé- 
cilles et 10 débiles; les schizophrenes au nombre de 30 se répartissaient en 15 
paranoides, 5 catatoniques, 4 hébephrenes et 6 simples. L’age moyen de ces 
hommes était 42 ans avec un séjour moyen de 19 ans. Chez les déficients 
mentaux on notait ces difficultés additionnelles: 5 épileptiques, 2 cas de cécité, 
2 sourds, | diabétique, 1 cas de néphrose lipoidique et 4 cas de ——, cérébrale. 
Il y avait deux schizophrenes qui avaient été lobotomisés sans succés. Le facteur 
héréditaire était fortement accusé chez 10 patients; 2 d’entr’eux ayant 4 parents 
dans notre institution. 

La masturbation et homosexualité avait environ 15 adeptes. Au début de 
ce travail, sur 65 malades 37 étaient gateux, 40 devaient étre aidés a heure des 
repas, 45 portaient le costume blanc communautaire, 50 ne se rasaient pas seuls, 
57 ne faisaient aucun travail utile a la salle. 

Aprés 12 mois d’effort et de mesures thérapeutiques il reste 12 gateux de 
fagon quasi continuelle et 6 de fagon intermittente; 15 ne mangent pas seuls 
soit quiils soient trop malpropres, trop lents; 12 patients portent encore le 
costume blanc et 5 sont habillés en demi-blanc; 15 malades sont encore rasés par 
les gardiens; il reste 20 sujets qui ne font aucun travail. 

Ces résultats ont été obtenus avec des mesures et des techniques simples ne 
nécessitant peu de personnel spécialisé. De concert avec la religieuse officiere 
et les 3 uniques gardiens de la salle des mesures d’hygiéne medicale ont été 
adoptées; les gateux ont été séparés des non-gateux, chacun des malades a été 
invité a travailler de fagon répétée. Le poids, la pression artérielle le pouls 
s’inscrivent une fois par semaine dans un cahier. Chaque quinzaine 10 malades 
par rotation subissaient des analyses d’urine et de sang avec controle si nécessaire; 
les anomalies trouvées étant une urée sanguine élevée et une hémoglobine un 
peu abaissées. Chaque heure les gateux sont passés aux toilettes excepté durant 
la nuit. Un kiosque a medicaments installé au milieu de la salle sert de point 
de ralliement et les malades font la queue pour prendre les comprimés et les 
potions prescrites. La teinture de Belladone, la Banthine et le Diamox furent 
utilisés chez ceux qui crachaient, bavaient ou étaient énurétiques. 

Pour les criards, les impulsifs, les gateux le largactil 100 mgs 3 f.p.j. associé 
au Phénergan (50 mgms 3 f.p.j.) était donné durant un mois; a la fin du mois 
on ajoutait le serpasil (Imgm. 3 f.p.j.) si l’'amélioration n’était pas jugée satis- 
faisante. Les infections cutanées, urinaires ou autres ainsi que les autres con- 
ditions pathologiques furent recherchées avec minutie et traitées en conséquence. 

A Vheure actuelle l'atmosphére de la salle est profondement modifiée, 6 
travaillent au dehors de la salle, et le travail de la salle est trop rapidement 
éxécuté avec le nombre de patients actifs que nous avons. En résumé la re- 
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gression chez les malades dits chroniques peut étre stoppée mais vient une heure 
ou le malade non visité depuis des années n’ayant guére communiqué depuis 
longtemps ne se sont plus motivé pour augmenter son niveau d’adaptation. A 
ce moment une occupation thérapeutique intense et une psychothérapie per- 
sonnelle ou de groupe peuvent seules achever la remontée vers |’humain. Si 
lon met de cote les idiots et les débiles profonds (20), on peut constater que 
tous les autres malades de la salle ont une adaptation a la salle supérieure et ils 
attendent l’aide nécessaire. Si elle ne vient pas, l’ajustement demeurera précaire 
et marginal. 


UN CAS DE REACTION PSYCHOTIQUE CHEZ UN ENFANT 
D°AGE PRE-SCOLAIRE 
Dr Denis LAzuRE 


Ce n'est que depuis une vingtaine d’années que la littérature psychiatrique 
attache une importance croissante aux €états psy chotiques chez l'enfant. En 
France Heuyer, Lebovici et Diatkine tandis qu’aux Etats-Unis, Despert, Kanner, 
Bender, Mahler et Beata Rank ont contribué le plus a la compréhension de ces 
syndromes relativement fréquents en clinique psychiatrique infantile. 

Le cas que nous décrivons ici, de fagon sommaire, est celui de Pierre, agé 
de deux ans dix mois, au moment de la consultation initiale, en mai dernier. I] 
nous était envoyé par un pédiatre qui lavait suivi plusieurs mois, l’ayant 
traité A l'occasion d’infections mineures ou de maladies contagieuses bénignes. 
Ce médecin était devenu inquiet de l’arrét du dé eloppement mental et des 
symptomes régressifs observés chez le garconnet. 
ong Fer décrits par les parents: 

a pere, un ouvrier spécialisé agé de 31 ans, se dit impatient, perfectionniste 
et pest a infliger des chatiments corporels a Pierre. II explique que deputis la 
naissance du deuxiéme enfant, un Mg agé de 8 mois, notre patient n’est plus 
le méme. Alors que celui-ci parlait déja en courtes phrases, avec vocabulaire 
assez étendu, avant l’arrivée du cadet, , est maintenant quasi muet — parlant 
surtout s'il est seul et résistant aux efforts des parents pour lui enseigner quoique 
ce soit. “Il est ou sourd ou entété” croit le pere. Il est impassible aux recom- 
mandations qu’on lui fait et il “n’obéit qu’a retardement” 

Pierre est devenu “trés sérieux” depuis la naissance du bébé: il passe des 
heures a jouer seul de fagon stéréotypée, e.g. a pousser son camion préfére, et 
il ne montre plus d’intérét envers les autres enfants. Ou encore, il se réfugie 
dans la salle de toilette et y demeure trés longtemps occupé a déchirer du 
papier: si l’on interrompt l'un ou l'autre de ses rituels, il entre dans une grande 
colére et pleure sans toutefois verser de larmes. 

Le pere décrit aussi certaines “manies” de l'enfant: un balancement latéral 
de la téte, lent et ry thmique durant plusieurs minutes — une intolerance absolue 
a porter sa culotte — une insistence obsessionnelle 4 toujours étre véetu du méme 
pyjama. 

Bien que le dressage a la propreté fut achevé vers 18 mois, Pierre est re- 
devenu incontinent jour et nuit. 

La mére, agée de 28 ans, présente une labilité affective avec prédominance 
d’éléments dépressifs. Une fausse-couche, 4 3 mois, était survenue avant qu'elle 
ne devienne enceinte de Pierre et c’est a cet événement qu'elle attribue l’alter- 
nance d’angoisse et de dépression dont elle a souffert avant la naissance du patient. 
Loin d’étre amélioré par cette naissance, relativement normale, son état devint 
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plus grave et quelques semaines plus tard, elle était admise dans un hopital 
psychiatrique. On fit le diagnostic de psychose dépressive post-partum et apres 
traitement approprié, elle retourna au foyer un mois plus tard. II est a noter 
que la naissance du deuxi¢me enfant fut accompagnée d’une réaction semblable, 
quoique moins pronongée et ne nécessitant pas de soins hospitaliers: elle essaya 
de surmonter son état maladif en faisant jouer le radio a tue-téte toute le journée 
durant! 

L’inquiétude de madame quant au patient découle surtout du fait que celui-ci 
a cessé de parler et n'apprend plus: elle est déja résignée a ce qu’on lui annonce 
que son enfant est un débile mental. Pourtant, elle a du mal a concilier ce 
verdict avec le degré normal de développement du langage atteint par l’enfant, 
vers l’'age de deux ans. 

Elle avoue son désemparement devant les coleres du gargon et doit toujours 
“le laisser gagner”. Elle critique les attitudes extrémes de son mari qui est 
alternativement trés tolérant et trés sévére. 

La mére croit aussi que l'enfant est devenu “trés bébé” pour son age: il a 
semblé trés peiné par l’'arrivée du petit frére et durant plusieurs semaines, il 
insistait pour se faire prendre. Maintenant, il est tout a fait apathique et ne 
répond plus aux marques d’affection des parents. 


Développement de lenfant: 


Naissance 4 terme, précédée d’un travail de durée et d’intensité normales — 
accouchement facile avec emploi minime des forceps; poids: 7.6 livres, bien 
constitué, bonne respiration. 

Allaitement au sein durant deux semaines, interrompu par la maladie de la 
mére. Vers 6 semaines, des vomissements répétés conduisent le patient a |’hopital 
ou il demeure pendant six semaines. Hors cette gastro-entérite, l'enfant a 
toujours été en trés bonne condition physique. 

La dentition débute vers cing mois, les premiers mots sont énongés vers 
7 mois et le langage progresse normalement jusqu’a la naissance du freére. 
Marche seul vers un an et le dressage a la proprete, commencé vers dix mois, 
est parachevé vers dix-huit mois. 

Observations cliniques: 

Les observations qui suivent ont été recueillies lors de deux consultations 
préliminaires et durant les quatre semaines qu’a passées le patient dans notre 
Service interne de psychiatrie infantile, a hopital Ste-Justine. 

Pierre est doué d’un physique robuste, d'une trés bonne coordination et 
d'un facies attrayant, bien que son expression soit trop sérieuse: généralement, 
il évite de regarder l’examinateur et quand il y consent, on croirait que son 
regard n’est pas dirigé vers son interlocuteur mais plutor ‘ ‘a travers et par- -dela 
celui-ci’’. 

Sans rien dire, l'enfant nous suit docilement a la salle de thérapie. Il regarde 
furtivement les jouets et le matériel thérapeutique et, avec notre encouragement, 
se décide a explorer l’équipement: il le fait sans conviction et passe vite d’un 
objet a l'autre jusqu'au moment ot il apergoit un petit camion, qui le tiendra 
occupé jusqu’a la fin de l’entrevue. 

I! demeure muet durant toute la séance et nos tentatives de participer a son 
activité provoquent un éloignement ot le négativisme s’exprime par une tension 
musculaire et un détournement de tout son corps. 

Sa manipulation des jouets, ses réactions appropriées a4 nos suggestions, au 
début et a la fin de l’entrevue, ainsi que son facies nous portent a croire que 
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enfant n’est pas un arriéré mental: cette impression sera d’ailleurs partagée, plus 
tard, par le psychologue et le personnel du Service. 

Les points saillants de ce premier contact avec Pierre sont donc: mutisme 
complet, absence de spontanéité et de chaleur affectives, intolérance de l’inter- 
action avec l’examinateur, jeu stéréotypé et régressif. Il est impossible d’établir 
la communication avec |’enfant, soit par la parole, le geste ou le regard. 

L’examen clinique et l'histoire rapportée par les parents nous suggérent 
fortement l’existence d’un état psychotique et nous hospitalisons le patient pour 
examens plus approfondis. 

Dés son arrivée dans le Service —' qui comprend douze patients agés de 
deux a douze ans — Pierre se fait remarquer par ses réactions d’isolement a l’ap- 
proche des enfants ou des adultes. I] se jette par terre, crie et court au départ 
des parents et il répétera le méme manége a chaque visite bien que durant celle 
ci il demeure assez indifférent a leur présence. 

Au coucher et au lever, l'enfant est réguli¢rement maussade et pleurnicheur, 
ce n’est qu’au quatri¢me jour qu'il prononce ses premiers mots disant clairement 
“a terre” aprés que l’infirmiére |’éut pris dans ses bras durant quelques instants. 

Il a des bouffées d’agitation psycho-motrice fréquentes et prolongées qu'il 
manifeste en faisant les cent pas dans le corridor du département. S’il est laissé 
a lui-méme dans la salle de jeu, il s’intéresse intensément aux véhicules-jouets et 
a la gouache; mais placé dans un groupe, il s’abstient de toute activité et semble 
“dans la lune”. On le retrouve souvent dans la salle de bain, déchirant en mille 
morceaux le papier a toilette ou clapotant dans l'eau du bain. Si on intervient 
pour faire cesser son activité, il s’ensuit une crise de rage et comme les enfants 
autistiques décrits par Kanner, notre patient a un besoin intense de conserver 
le status quo (“the sameness”) de son entourage physique immédiat. 

Sans autre traitement plus spécifique qu’une attitude comprehensive et 
chaleureuse de la part du personnel infirmier, nous assistons a un éveil affectif 
graduel si bien que vers la troisieme semaine, Pierre répond quand on l interpelle, 
s’'amuse avec quelques enfants, accepte beaucoup mieux le contact physique avec 
l’adulte et se sert de quelques mots pour exprimer ses besoins. 

Nous avons revu l'enfant a deux reprises, plusieurs semaines apres sa sortie 
de l’hopital et il était manifeste qu'il continuait a progresser dans son évolution 
favorable; quatre mois plus tard, son pédiatre constatait une amélioration toujours 
plus marquee. 

Diagnostic différentiel: 

Le développement psycho- moteur de l'enfant durant les deux premieres 
années, y compris le langage, étant tout a fait normal, on ne pouvait sérieusement 
considérer le diagnostic de déficience mentale: d’ailleurs, nos observations 
cliniques et celles du pédiatre qui l’avait connu plusieurs mois avant nous ne 
permettaient pas ce verdict anticipé par la mére. 

Ce type de petits malades fait souvent croire a une surdité (opinion du 
pere): cette possibilité s’éliminait facilement des la premicre entrevue quand vers 
la fin, nous suggérions a l'enfant d’aller retrouver sa mére et qu'il se comporta 
alors en conséquence. D’ailleurs, le regain d’intérét qu’il démontra par la suite 
dans le Service, en répondant a l’'appel de son nom, ne laissa aucun doute sur 
état normal de son audition. 

Une lésion organique avec atteinte spécifique du centre du langage était 
bien improbable, avec examen neuroligique et E.E.G. normaux, absence d’anté- 
cédents infectieux ou traumatiques; encore ici, l’évolution du cas détruisit cette 
hypothése. 
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S’agissait-il d’une réaction psychonévrotique ou psychotique? Notre choix 
va pour la deuxiéme alternative et pour les raisons suivantes: perte de contact 
affectif avec la réalité, activité autistique, phénoménes de régression massive 
e.g. perte du langage, perte du controle des sphincters, abandon des relations 
objectales avec repli narcissique et enfin, présence d’un comportement bizarre 
et stéréotypé, comparable a celui du schizophréne adulte. Ce qui donne |’am- 
pleur psychotique a ces traits cliniques rencontrés chez un enfant d’a peine trois 
ans, c’est surtout leur persistance durant plusieurs semaines ou méme plusieurs 
mois, comme dans le cas présent. 

L’espace limité ne nous permet pas une discussion du type plus exacte de 
réaction psychotique dont souffrait notre malade; nous terminerons plutot par 
une bréve étude des facteurs étiologiques qui ont provoqué une réaction aussi 
profondément pathologique. 

Facteurs étiologiques: 

I! nous vient d’abord a l’esprit la psychopathologie trés sérieuse et chronique 
de la mére, exacerbée surtout lors des grossesses et des naissances. 

Nous croyons, comme plusieurs, qu'une telle réaction psychotique, chez 
enfant surtout, ne peut survenir que s'il y a eu carence affective profonde dans 
la relation mére-enfant, lors de la phase orale. A noter que nous ne parlons 
pas ici des cas d’autisme infantile précoce (Kanner) qui démontrent une 
pathologie grave des les premiers mois de vie. 

La mére de notre patient, gravement déprimée avant et aprés la naissance 
de Pierre, était obsédée par lidée qu'il allait mourir. A la premicre consultation, 
elle nous disait le croire arriéré et une semaine apres son entrée a l’hopital, elle 
voulait ramener l'enfant au foyer croyant qu'il serait maltraité dans le Service: 
il n’est pas audacieux de parler ici d’ambivalence intense avec deésirs hostiles in- 
conscients. Elle devenait si facilement inquiéte de la santé physique de Pierre 
qu'elle changea de pédiatre a plusieurs reprises quand celui-ci ne pouvait tout 
de suite soulager les malaises mineurs de l'enfant. 

Malgré tout, l'enfant réussissait 4 franchir les étapes de son développement 
physique, mais son équilibre précaire céda avec l’arrivée du bébé. Peut-étre pas 
surtout a cause de la perte de sa position privilégiée, mais plutot parce que la 
mére devenait encore incapable de donner (dépression ) et alors la répétition du 
traumatisme originel provoque la régression globale. 

Le role du pére n’est pas négligeable: pendant de longues périodes, il se 
substitua 4 la mére en donnant a l’enfant soins hygiéniques, apprentissage au jeu 
et surtout au langage. Mais aux prises avec d’intenses frustrations dans sa relation 
conjugale, cet homme devenait facilement impatient et brutal envers l'enfant: 
c’est d’ailleurs a la suite d’une correction corporelle excessive que l'enfant cessa 
de parler, et ceci quelques semaines apres la naissance du frere cadet. 

En résumé, nous étions en présence d'une réaction psychotique aigue, en- 
gendrée par des perturbations profondes dans la double relation mére-enfant 
et pere-enfant, réaction précipitée de fagon plus immédiate par une série d’événe- 
ments traumatisants. 

PSYCHOTHERAPIE ANALYTIQUE D°UN GROUPE DE PRE-ADOLESCENTES 
(Rapport préliminaire ) 
J. B. Boutancer, L.Ps., D.I.P. (Paris), M.A., M.D., F.R.C.P.(C) 

Une clinique externe de psychiatrie infantile, comme celle de lHopital 
Sainte-Justine, ot l'objet de ce travail se poursuit actuellement, se préterait 
mieux qu'une consultation d’adultes 4 une tentative de psychothérapie analytique 
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collective. Le recrutement y est beaucoup plus varié et l'on peut imposer une 
sélection respectant des critéres plus rigoureux. 

Cette étude porte sur un groupe de dix fillettes, agées de 11 a 14 ans (age 
moyen, 12 ans), dont trois menstruées, appartenant au milieu soci-€conomique 
de l’ouvrier non spécialisé et ayant un développement intellectuel normal. A 
cause de cet age fragile et des conditions culturelles, on n’envisagea pas la 
formation d’un group mixte. 

On reléve une phobie, une névrose obsessionnelle, une névrose de caractére 
et une personnalité psychopathique, les autres sujets étant hystériques. Des 
difficultés scolaires s’ajoutent aux symptomes névrotiques. Sauf une enfant 
unique qui n’a pas connu son pére, elles sont toutes des ainées avec des fréres 
puinés. Deux ont subi un traumatisme sexuel certain. 

Une psychopathe, la seule qui éut 14 ans et un Q.I. légerement inférieur, 
fut retirée du groupe; ce fut le seul échec, prévu par l’auteur en raison du 
diagnostic et de la disparité d’age. Deux autres, dont une trés améliorée, durent 
abandonner le traitement pour des motifs extérieurs. Le groupe initial se com- 
posait de cing filles; en moyenne, sept participerent aux réunions. 

Les séances hebdomadaires avaient lieu a heure fixe le méme jour de la 
semaine et duraient environ soixante minutes. On invitait les malades a associer 
librement, on nutilisait aucun renseignement obtenu ailleurs, on n’accordait 
aucun entretien particulier. Le psychanalyste interprétait syst¢ématiquement les 
défenses, les résistances et le transfert, en recherchant les interprétations a 
signification collective avec le plus de résonances individuelles, afin de traiter les 
malades a travers le groupe. 

Les fillettes le considérérent d’emblée comme le thérapeute incontesté, 
malgré la présence d’une auxiliaire, qui sembla susciter des réactions d’identi- 
fication plutot que des phénoménes transférentiels et qui avait pour principale 
fonction celle d’atténuer l’angoisse d'une relation hétérosexuelle trop intense 
et précoce. 

Ce rapport se limite aux vingt premieres séances avec ce groupe de fillettes. 
Sauf l’échec déja noté, le thérapeute, la travailleuse sociale, les parents, les édu- 
cateurs et l’enfant furent d’accord pour constater une importante amélioration 
dans la vie familiale, scolaire et sociale des sujets, une souplesse accrue de leur 
comportement, une meilleure compréhension d’elles-mémes et une maturation 
du caractére. Les traits névrotiques s’étaient beaucoup modifiés; les céphalées, 
lenurésie, les tics, les vomissements, quand ils existaient, avaient disparu. 

L’auteur relate dans le détail l’observation de Ginette, qui joua dans le groupe 
un role de meneuse hostile a l’égard de l’analyste au cours d’une premiére période 
de l’analy se. Cette illustration souligne les rapports i wi entre le pro- 
cessus de socialisation et la transformation intérieure de la personnalité. 

Cette forme de traitement parait susceptible d’applications nombreuses et 
fructueuses, dans les cliniques externes de psychiatrie infantile, pour les cas de 
psychonévrose structurée nécessitant une thérapeutique profonde. Cette expé- 
rience montre que dés |’age d’onze ans, une technique purement verbale et stricte- 
ment analytique produit des résultats satisfaisants avec une trés grande économie 
de moyens. 


LES INHIBITEURS DE LA MONOAMINE OXYDASE 
Dr Jean-Marc BorpeLeau 


Dans l’espoir de trouver un médicament qui aurait une action stimulante 
sur le systéme nerveux central des substances chimiques qui ont pour propriété 








24 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 4, No. 1 


commune d’inhiber la monoamine oxydase ont été investiguées pendant les 
derniers douze a quinze mois. 

L’iproniazide est le premier médicament connu dans ce groupe. Lorsqu’on 
a utilisé ce médicament dans le traitement de la tuberculose, en 1952, on avait 
noté plusieurs effets secondaires: amélioration de 'humeur et euphorie, augmen- 
tation hg l'appétit, hypertonie musculaire, modification de l’équilibre autonome, 
etc. a plupart de ces effets secondaires peuvent étre considérés comme des 
effets pod chotoniques. 

La liste des produits sous investigation est assez longue. Le J.B. 516 (Lake- 
side Laboratories) est obtenu en remplagant le groupement amine de l’amphe- 
tamine par un groupement hydrazine. Cette substance a pour —— de ne 
pas causer de phase dépressive secondaire, de ne pas diminuer Vappétit et de 
ne pas augmenter la tension artérielle. Le début d’action est un peu plus rapide 
que pour liproniazide et l’effet stimulant est beaucoup plus long que celui de 
l’amphetamine. 

Les autres médicaments sous investigation sont le W-1544 (Warner- 
Lambert), le RO-4-1018, le RO-2-6797, le RO-5-0700 et le RO-5-0831 (Hoffman 
LaRoche). Toutes ces substances ont le pouvoir d'inhiber la monoamine 
oxydase mais il n'y a aucune preuve actuellement que leur action stimulante sur 
le systeme nerveux central soit la résultante de cette propriéte. 

Ces médicaments auraient une action sur le degré d’ énergie psychique, le 
langage, l’affectivité et l'appétit. Ils ont peu ou pas d’action sur la mémoire, 
lintrospection, l’orientation, le jugement et la compulsivité. Ils ont tendance 
a augmenter l’activité psychomotrice et de ce fait deviennent parfois des mé- 
dicaments indésirables. 

Les inhibiteurs de la M.A.O. ont été utilisés surtout pour le traitement des 
états dépressifs. Les résultats obtenus ne concordent pas d'une école a l'autre. 
Le dosage, sauf pour l'iproniazide, reste encore empirique. 

Les médicaments one une activité assez vaste et ont été employés en ortho- 
pédie, en rhumatologie, en gastro-entérologie et en cardiologie. j 

Les effets secondaires sont nombreux: atteinte hépatique cellulaire, hypo- 
tension, oedéme, agitation, hyperréflexie, etc. 


L°EXPERIMENTATION D°UNE NOUVELLE METHODE D°ENSEIGNER 
LA PSYCHIATRIE AUX ETUDIANTS EN MEDECINE 


Dr Rocer LEMIEUX 


Dans un travail inédit présenté le 25 novembre 1958 a l'Institut Albert 
Prévost, le Dr Camille Laurin et le Dr Roger R. Lemieux décrivent une nouvelle 
forme d’enseignement psychiatrique qu’ils ont mise a l’épreuve a l'Université 
de Montréal. II s’agit d'une tentative d’enseigner a des étudiants en médecine 
la psychothérapie. L’essai ne vise évidemment pas a former de futurs psy chiatres 
mais a donner aux futurs médecins une connaissance utilisable de la psy chiatrie 
dynamique qui demeure trop souvent dans leurs esprits une série de formulations 
savantes et contradictoires sans étre d’aucune utilité pour eux dans la pratique 
de la médecine. Au départ, on croyait que, dans toutes maladies dites organiques 
ou fonctionnelles, le psy chisme de V'individu a un role favorable ou défavorable 
4 jouer, et que la connaissance pratique des mécanismes de défense d'un individu 
aidera le médecin a traiter son patient. 


Depuis 1955, un groupe d’étudiants de 3e et de 4e année de médecine s’est 
formé qui, dans les cadres d'une clinique médicale pour les pauvres, a assumé le 
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traitement psychothérapeutique de malades présentant des états névrotiques sus- 
ceptibles de résolution par cette forme de traitement. Ces étudiants voient 
chacun un patient une fois par semaine durant une heure et recoivent, en groupe, 
deux heures de supervision par semaine durant toute l’année académique. Le 
traitement de ces malades s’est poursuivi, selon le cas, de fagon ininterrompue 
au cours de la 4e et 5e année du cours médical de |’étudiant. 

Le malade, référé par la clinique médicale ou par les travailleuses sociales, 
est d’abord vu deux ou trois fois par l’étudiant qui, ensuite, le présente au 
superviseur afin que ce dernier décide si le traitement est justifié, si l’étudiant 
peut le mener a bien et afin que le superviseur puisse se faire une idée du fonction- 
nement du malade dont il entendra parler réguli¢rement par |’étudiant qui rap- 
portera, devant le groupe, le résultat de ses entrevues. 

Les étudiants qui ont fait partie de ces groupes sy sont présentés d’eux- 
memes. II s’agissait d’étudiants qui souvent avaient manifesté des réticences a 
accepter l’enseignement psychiatrique en 2e année. Une seule fois, un étudiant 
a di etre repeté du groupe parce qu’ayant des conflits personnels trop aigus pour 
pouvoir fonctionner adéquatement. La principale difficulté rencontrée au début 
par l’étudiant semble etre le sentiment d’impuissance thérapeutique. Elle 
provient surtout du fait qu’aprés avoir posé toutes les questions qui lui venaient 
a lesprit, l'étudiant se sent incapable de diriger lentretien et surtout du fait 
qu'il n’a pas encore appris a écouter. Le fait de désirer des résultats immédiats 
l'amene assez souvent a faire des interprétations hatives, 4 prendre des positions 
moralisatrices, a suggestionner son malade. Cependant, la constatation, en 
groupe, que tous ses confréres passent par des difficultés semblables lui est un 
puissant réconfort. De plus, lorsqu’il demande au superviseur .des solutions 
urgentes, il réalise bient6t que ce dernier ne répond pas lui-méme en l’enjoignant 
a appliquer telle solution mais plutot a connaitre davantage le malade auquel il 
a affaire. De la meme fagon qu’on lui demande de respecter la personne de son 
malade, il regoit, du superviseur, le méme respect. La méthode vise, en somme, 
a lui enseigner comment se servir du seul outil psychothérapeutique qu'il possede: 
sa propre personnalité. 

A tour de role, les étudiants présentent chacun leurs résultats au groupe, 
dans une atmosphére détendue en dehors des heures de cours, chez le superviseur 
qui essaie de reproduire l'atmosphére qui pouvait exister autrefois alors que la 
médecine s’apprenait, pour une bonne part, comme “clerc-docteur” aupres d’un 
praticien. 

Les résultats de la méthode ne peuvent certainement pas étre évalués statis- 
tiquement pour le moment mais nous pouvons noter que les étudiants, qui ont 
suivi un méme malade durant deux ans, ont pour la plupart, amélioré leurs 
malades, ont gagné une connaissance personnelle de la psychiatrie et ont appris 
les lois qui président aux échanges entre médecin et malade. 
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ASPECTS CULTURELS DE LA MALADIE MENTALE* 


Henri Evvensercer, M.D.! 


La probleme des aspects culturels de la maladie mentale est infiniment 
complexe. Nous ne pouvons considérer ici qu’un petit nombre de ces aspects, 
et plus particuli¢rement les suivants: 

1. Le probléme du “relativisme culturel”, c’est-a-dire de la relativité du 
concept de maladie mentale par rapport aux cultures particuli¢res. 

2. Le probleme de la spécificité culturelle de certaines maladies mentales. 

3. Le probleme des “nuances culturelles” que l'on peut distinguer parmi les 
symptomes des maladies mentales. 

+. Le probleme des facteurs culturels qui stimulent ou inhibent l’apparition 
des maladies mentales. 

5. Le probleme des interactions bio-culturelles et de leur influence sur la 
genese des maladies mentales. 

I. Le probléme du “relativisme culturel” 

La notion de maladie mentale est-elle universelle, ou bien est-elle relative 
aux cultures particuliéres? En d'autres mots, se peut-il que certaines manifesta- 
tions psychologiques soient considérées comme normales au sein d'un groupe 
ethnique et anormales en un autre? 

La these du “relativisme culturel” a été formulée par plusieurs auteurs 
distingués. La voici résumée par l'un d’eux, Albert Béguin: 

“Imaginons qu'un homme tout juste vétu d’un pagne, maigre a faire 
peur, le visage peinturluré de rouge et de bleu, grattant sa vermine, s’ac- 
croupisse au coin d’une mairie parisienne et reste la des heures, des jours, 
a grignoter quelques grains de millet, parfois chantonnant, le plus souvent 
immobile et muet. Si encore il mendiait, son comportement serait intelligible, 


mais il ne tend pas la main. . . Gageons qu'il franchira vite le porche de 
Sainte-Anne. . . Cet homme, je l’ai vu cent fois aux Indes: les devots s’ac- 


croupissaient en face de lui, le contemplaient longuement dans l’espoir de 

recevoir quelque émanation de sa sagesse. On est fou par rapport a une 

société donnée.(1)” 

Ruth Benedict a exposé systématiquement la théorie du relativisme culturel, 
en l’étayant par, par des faits nombreux et intéressants.(2) Elle a montré, par 
exemple, que chez les Kwakiutls de la Colombie Britannique, une conduite 
mégalomaniaque qui serait qualifiée partout ailleurs de “folie des grandeurs” 
était considérée comme normale, — qu’une attitude de méfiance et d’hostilité 
paranoiaques était habituelle chez les indigénes de Vile de Dobu, etc. 

Ces faits sont indubitables, mais ils n’empéchent pas que le “relativisme 
culturel” ait aussi ses limites, lesquelles ont été parfois perdues de vue. L’examen 
critique des faits nous montre qu'il existe un certain nombre de troubles 
mentaux qui sont considérés dans tous les pays comme pathologiques. Tels sont 
Vidiotie, la démence sénile, et la confusion mentale aigué avec agitation et fureur. 

Il semble y avoir eu parfois confusion entre la notion de maladie mentale 
et la tolérance envers les affections mentales. Le livre de John Koty(3) sur le 
traitement des vieillards et des malades dans les sociétés primitives montre a quel 
point certains peuples sont doux et bienveillants, d’autres insensibles et cruels 
envers les “bouches inutiles”. Mais le fait que certains cas pathologiques aient 
pu faire l'objet d'un traitement de faveur ne signifie pas que ces ¢tres n’aient 


*Communication faite au Congrés International de Psychothérapie de Barcelone, le 2 septembre 1958. 
1Menninger School of Psychiatry, Topeka, Kansas. 
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pas été reconnus comme malades. Pour nous borner a un seul exemple: Il y a 
environ un siécle et demi, le crétinisme était endémique dans les hautes vallées 
des Alpes. Malgré leur pauvreteé, les montagnards de ces villages prenaient soin 
des crétins de la fagon la plus touchante: avoir un crétin dans une famille était 
considéré comme une bénédiction. (Nous en avons une description remarquable 
dans le Médecin de Campagne de Balzac). Mais ces montagnards si tendres 
envers leurs crétins savaient parfaitement que les crétinisme était une maladie 
physique et mentale. 

Pour revenir a la notion de maladie mentale, nous avons vu que plusieurs 
formes de troubles mentaux sont considéré partout comme pathologiques: un 
idiot complet, un dément profond, un délirant aigu et furieux manifestent chacun 
4 sa maniére son état de “folie totale”. Mais les opinions commencent a diverger 
dés que l’on a affaire 4 des cas de “folies partielles”, par exemple a des individus 
qui, tout en ayant des idées délirantes, sont capables de s’exprimer lucidement et 
de soutenir une discussion logique (les “folies raisonnantes” des psychiatres 
frangais classiques). Ici, suivant le point de vue auquel on se place, on attribuera 
la prééminence au coté “sain” ou au coté “malade” de Vindividu, et on le dé- 
clarera “normal” ou “malade mental’. Mais en fait, ces différences d’appréciation, 
ne varient guére plus d’une culture a l'autre que ne différent entre eux les 
diagnostics psychiatriques des experts appelés 4 temoigner au cours d’une affaire 
judiciaire dans nos pays. 


II. Le probléme des maladies mentales 4 spécificité culturelle 


Notre second probleme est le suivant: Les maladies mentales sont-elles 
toutes les mémes d’un pays a l'autre, ou bien y a-t-il des maladies mentales qui 
n’existent que dans un seul pays, ou au sein d’une seule culture, et soient ainsi 
le produit spécifique d’une culture particuliére? 

Ce probléme n’est pas nouveau. Hippocrate, il y a 25 siécles, décrivait 
déja la “maladie des Scythes” (4). Chez les Barbares de la Scythie (Russie 
méridionale actuelle), il y avait des hommes qui revétaient des habits féminins 
et vivaient comme s’ils avaient été des femmes. Hippocrate croyait qu’il s’agis- 
sait la d’une véritable maladie et proposait une explication rationelle de son 
étiologie, fondée sur le climat de la Scythie. 

Au cours du Haut-Moyen- Age, un phénoméne étrange survenait Parfois 
chez les guerriers scandinaves: la “fureur des Berserks”. Un homme trés fort, 
nommé un “berserk”, était soudainement saisi d’un accés de fureur au cours de 
laquelle il manifestait une énergie surnaturelle, de sorte qu'il lui arrivait de tuer 
un grand nombre de personnes en trés peu de temps. Les berserks disparurent 
apres la conversion des pays scandinaves au Christianisme.(5) 

Au 17e siécle, une maladie prétendument nouvelle apparut en Angleterre, ou 
elle fut décrite notamment par Cheynes (6). Cette “maladie anglaise” se carac- 
térisait par des sautes d’humeur, le dégout de la vie, une tendance au suicide. 
Son étiologie était attribuée a l’épaisseur et a humidité de atmosphere de 
l’Angleterre. 

A peu pres a la méme époque, une certaine “maladie suisse” — ou Heimweh, 
nostalgie — faisait des ravages parmi les soldats suisses au service des princes 
étrangers. Un soldat suisse devenait indifférent a tout, passant son temps a 
de longues réverie sur le pays natal. Son état s’empirait irrémédiablement et se 
terminait par la mort, 4 moins que le soldat ne fur licencié et renvoyé dans ses 
foyers, auquel cas il guérissait rapidement. Cette “maladie suisse” résultait, 
croyait- -on, de facteurs climatiques, c’est-a-dire du contraste entre I’air fin et 
pur des montagnes suisses et l’air dense et lourd des autres pays (7). 
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Peu a peu, on eut connaissance d'une série d'autres maladies censément spe- 
cifiques et réparties a travers le monde: I“amok” et le “Jatah” des Etats Malais, 
le “kayaksvimmel” des Eskimos, I“hy stérie arctique” , I“hystérie du Pacifique” ‘ 
etc. Il serait trop long d’énumérer ces affections, dont il a été décrit deux ou 
trois douzaines jusqu’ici. 


Il semblerait donc que les partisans de la “spécificité culturelle” aient raison 
lorsqu’ils affirment qu'il existe un certain nombre de maladies mentales propres 
4 certaines cultures et dont lorigine, par conséquent, réside dans des facteurs 
culturels inconnus. 

Cependant, si l’on regarde de prés, on s’apercevra qu’aucune de ces maladies 
n’est en réalité aussi limitée géographiquement et culturellement que l'on avait 
bien voulu le dire. Ces maladies peuvent méme ¢étre observées, a l’occasion, 
dans notre civilisation occidentale, quoique sous une forme moins voyante. 


La “maladie des Scythes” , par exemple, c. a d. le cas de ces hommes qui 
shabillaient et vivaient comme dee femmes, n’est autre que ce que nous appellons 
le “transvestisme”. La différence est que le transvestisme n’est généralement 
pas admis chez nous, tandis qu’autrefois chez les Scythes et aujourd’hui encore 
chez certains peuples primitifs il est (ou était recemment) non seulement permis, 
mais encore institutionnalisé. Tels étaient les “berdaches” chez les Indiens 
d’ Amérique, les “Sekatras” et les “Sarimbavys” a Madagascar, etc. 

La “fureur des Berserks”, de méme que la “course d’Amok” des Malais, sont 
deux manifestations d'un phénomenes identique: une impulsion soudaine au 
meurtre multiple. Mais un phénomene de ce genre peut se produire dans tous 
les pays du monde. Récemment, les journaux américains racontaient l’histoire 
d'un jeune homme de 19 ans qui, au cours d’une randonnée en auto, tua onze 
personnes. Si ce jeune homme avait vécu en Islande au Xe si¢cle de notre ére, 
il aurait été appelé un “berserk”; s'il avait vécu a Java de nos jours, il aurait 
été appelé un “coureur d’Amok”. La différence est que, vivant aujourd’hui aux 
Etats-Unis, ce jeune homme devint au objet @horreur et fut appelé un criminel, 
tandis que s'il avait vécu dans la Scandinavie médiévale ou la Malaisie con- 
temporaine il elit été appelé un héros et honoré comme tel (tout en étant 
probablement tué pendant sa course meurtri¢re). 

Pour ce qui est de la “fureur des berserks” et de la “course d’Amok”, l’in- 
fluence de la culture se manifeste de deux fagons: 1. Par la cérémonialisation, 
c’est-a-dire le modéle socio-psychologique auquel se conformera la manifesta- 
tion, laquelle se déroule comme un drame écrit d’avance ott l’acteur principal a 
bien appris son role, ou comme une cérémonie dont les détails sont réglés par la 
tradition. — 2. Par lélément de tolérance conférée par la culture en question. 
Il est caractéristique que les berserks disparurent au Xle si¢cle de notre ére, 
juste apres que |’Fglise ett déclaré qu’ils ne seraient plus tolérés. D’autre part, 
Amok disparut de la Malaisie Britannique apres que le gouvernement colonial 
eut décrété la peine de mort — les coureurs d’Amok et que l'un de ceux-ci 
eut été pendu — tandis que la course d’Amok a continué d’exister en Malaisie 
non-Britannique et en Indonésie jusqu’a ce jour. 


Il serait facile de montrer que la “maladie anglaise” n’avait rien a voir avec 
le brouillard londonien, et qu'il s’agissait d'une affection qui se rencontre, 
aujourd'hui encore, dans n’importe quelle partie du monde, et a été bien décrite 
sous le nom de “spleen” (8). Quant a la nostalgie, elle n’a rien 4 voir non plus 
avec les facteurs climatiques: on peut la rencontrer dans plusieurs parties du 
monde, partout ou: un individu qui a été intégré trés étroitement dans un milieu 
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culturel fermé est placé brusquement dans un autre milieu culture] ou il 
narrive pas a s'intégrer. 

Pour conclure, les maladies mentales sont bien, fondamentalement, les 
memes partout sur la surface du globe, quoique les symptomes en soient plus ou 
moins modelés par des facteurs culturels. Ce processus peut aller si loin qu'il 
arrive parfois 4 donner a une maladie l’apparence trompeuse d'une production 
culturelle spécifique. Mais dans la plupart des cas les facteurs culturels se 
borneront a conférer a la maladie mentale des nuances affectant les symptomes 
les plus superficiels: c’est la objet de notre troisitme probléme. 


Ill. Le probléme des nuances culturelles des maladies mentales 


Tout psychiatre travaillant dans un nouveau champ d’activité, parmi des 
populations de culture différente, doit porter la plus ¢ erande attention aux faits 
culturels et ethnographiques, faute de quoi il risque de commettre des erreurs 
regrettables. Le Dr. Gustave Martin, un médecin de l’armée coloniale frangaise, 

publié quelques exemples de méprises de ce genre (9): 

1. “Dans un asile de province, un Toucouleur, interné pour ‘excitation 
maniaque’, n'y était maintenu que parce qu’aux soirs de pleine lune il 
manifestait sa joie et son bonheur en exécutant un tam-tam ahurissant a la 
mode de son pays” 


7) 


2, “J'ai vu dans un hopital de la capitale, un Annamite traité pour ‘troubles 
mentaux’, parce que ce malheureux, a chacune des visites du médecin chef de 
salle, se prosternait devant lui, en faisant les trois grands lais réglementaires. 
Or cette marque extérieure de respect — signe de grande déférence et de 
supreme politesse — se traduisait sur la feuille d’observation par la mention 
‘idées d’humilité, d’indignité, de culpabilite’ ” 

Le méme Dr. Gustave Martin a publié des observations trés intéressantes 
sur des soldats indigenes, la plupart de Afrique Occidentale Frangaise, qui ¢taient 
atteints de troubles mentaux. Plusieurs de ces observations montrent comment 
des idées de grandeur peuvent se manifester de fagon diffcrente, suivant que 
le malade est un “sauvage” de la brousse, ou un noir plus “civilisé” (ou 
“acculturé”). Nous empruntons a un article du Dr. Martin (10) quelques 
exemples de délire de grandeur chez des noirs africains, en commengant par ceux 
de la brousse: 
|. Un Congolais, mégalomane, ¢numére ses richesses: “J'ai trois flacons d'eau 

de Cologne, deux cantines, une armoire pleine de vivres. 

2. Un noir de la brousse, lui aussi mégalomane: “J’ai un pagne qui coute cher, 
mais j'ai aussi une natte: personne n’en a d’aussi jolie” 

3. Un troisieme, un pagayeur: “Moi je suis chef, fils de chef. J'ai autant 

d’autorité que le Blanc. I] est mon égal, mais il ne me commande pas. Je 

suis un grand guerrier. J'ai remonté la riviére a la téte de nombreux soldats 
et de nombreuses pirogues. J'ai tué tout le monde et j'ai fait la conqucéte du 
pays... Je ne suis pas un salaud de negre, moi!” 


+. Un quatri¢me est un Yakoma, dont plusieurs compatriotes sont probable- 
ment encore cannibales. “Mes voisins d’hopital, ce sont de vils esclaves, 
jai le droit de les tuer. Je leur couperai le cou et je les mangerai, car j’ai 
faim. Je suis un grand chef, le plus beau, le plus puissant. Je ne veux ni un 
cadavre, ni un malade. Je veux un homme, mais je le veux vivant. Je veux 
le tuer moi-méme” 


Contrastant avec ces quatre noirs de la brousse, en voici deux autres, ap- 





, 
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partenant a des tribus qui ont été exposées davantage a Vinfluence de la civilisa 

tion: 

1. Un marchand de la cote d’Afrique parle de “sa grosse fortune”, de “ses 
immenses plantations”, de “ses nombreux voyages en France”, de “ses mul- 
tiples dépenses”’. 

2. Un Malgache déclare qu'il a “des automobiles, des milliers de troupeaux de 
boeufs”. Il a “visité toutes les capitales de Europe”. Le “palais du gouv- 
erneur-général lui appartient”. Il a “versé des millions pour l’aviation 
militaire”. Il possede “des aéroplanes, des chemins de fer’’, etc. 


4 


De tels exemples nous permettent de mesurer l’influence de la civilisation 
sur le contenu des idés délirantes. Nous voyons que l’intensité du délire mégalo- 
maniaque de malades de ce genre ne peut étre évaluée que par une connaissance 
exacte de leur genre de vie. Ainsi, pour un noir de la brousse, ’idée de posséder 
“une belle natte” ou “un pagne qui cotite cher”, peut ¢étre le symptome d’un 
délire de grandeur, tandis que dans notre civilisation occidentale, elle serait 
plutot lexpression d’un sentiment d’extréme pauvreté. D/’autre part, les idées 
de grandeur de deux derniers malades, ceux qui ont fortement subi influence 
de la civilisation, ne différent pas beaucoup des idées délirantes que l'on pourrait 
observer chez un Européen ou un Américain. 

Quant au malade Yakoma, il est évident que nous ne pouvons pas non plus 
attribuer a ses propos la méme valeur clinique qu’ils auraient chez un malade de 
notre civilisation. Un malade de nos contrées qui énoncerait des désirs anthro- 
pophagiques de cet ordre serait considéré d’emblée comme un “cas sérieux”, 
alors que pour un homme de cette tribu il s’agirait peut-¢tre de tendances agres- 
sives a la limite de la normale. Chez ce malade, le diagnostic de maladie mentale 
se fonderait peut-ctre moins sur ses aspirations cannibaliques que sur son manque 
d'inhibitions en les exprimant ouvertement devant un médecin blanc! 

Examinons maintenant les cas de deux jeunes malades Congolais, tous deux 
catholiques et éléves des missions, eux aussi décrits dans le precieux article du 
Dr. Gustave Martin: 

1. “Un ancien éléve de la mission catholique de Brazzaville nous assure qu'il 
est monté au Ciel. La, il a été regu par l’ange Gabriel et par saint Pierre 
qui tenait une grande crosse a la main. Ces envoyés du Seigneur lui ont 
passé un chapelet au cou en Jui disant: “Tu seras chrétien et tu t’appeleras 
Joseph’”. 

Que faut-il penser de cette déclaration du sujet? Etait-ce simplement un 
reve? (Au témoignage des missionnaires, beaucoup de conversions suivent im- 
médiatement un reve de ce genre). Ou bien était-une vision semblable a celles 
de certains mystiques ou saints de I’Eglise catholique? Ou bien était-ce une 


idée délirante schizophrénique? 


2. “Un autre nous expose qu'un de ses camarades, mauvais chrétien, lui envoie 


les démons dont il est possédé. Ces diables, il les voit; ces diables, il les 
entend. II passe son temps a les chasser, mais la nuit ils grimpent sur le toit. 
Ils pénétrent dans sa chambre. Ils le poursuivent. Derni¢rement ils lont 
attaché et ficelé. Ce sont eux qui lui donnent cet amaigrissement, ces maux 
de téte, ces douleurs dont il souffre, etc.” 


Imaginons qu'un malade de chez nous, dans notre civilisation occidentale, 
vienne nous apporter les mémes doléances. Peu de psychiatres hésiteraient a les 
appeler des “idées délirantes”. Mais chez un noir d'Afrique, méme chrétien et 
éleve d'une école missionnaire, les choses ne sont pas si simples. Dans un milieu 
culturel ot, de temps immémorial, la maladie a été attribuée a l’action des 
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imauvais esprits et de la sorcellerie, il faut étre trés prudent avant d’afirmer qu'une 
assertion de ce genre est une idée délirante. Il est possible que ce malade ait 
eté réellement affligé d’une maladie mentale grave. Mais peut- étre était-ce 
simplement un cas bénin de névrose dépressive dont les symptomes étaient colorés 
par des croyances ancestrales ou d’autres éléments culturels. 

Il serait superflu de citer d’autres observations. Elles ne pourraient que 
confirmer notre assertion, a savoir que, dans beaucoup de cas, seule une connais- 
sance approfondie du milieu culturel permettra de résoudre ce probleme: Tel ou 
tel sujet est-il normal ou malade, et s’il est malade, l’est-il gravement ou non? 


IV. Stimulation ou inhibition des maladies mentales par la culture 


Samuel Butler, dans son délicieux roman Erewhon, décrivait un pays 
imaginaire ou la maladie était considérée comme un crime et punie en consé- 
quence, t tandis que les auteurs d’actes antisociaux étaient regardés avec indulgence 
et pitié et traités médicalement. En raison de la honte qui s’attachait a toute 
manifestation de maladie, les Erewhoniens refoulaient celle-ci autant qu‘ils 
pouvaient. Ils offraient au voyageur étranger le spectacle d’un peuple favorisé 
d'une santé extraordinairement bonne. 

Il y a, dans cette fiction, beaucoup moins de paradoxe que lon ne pense! rait. 
Le refoulement de la maladie, surtout de la maladie nerveuse et mentale, est une 
chose qui existe réellement. Malheureusement, ceux qui analysent le role des 
facteurs culturels dans les maladies mentales ont tendance a ne tenir compte que 
des facteurs qui déterminent et stimulent l’apparition de la maladie mentale, et a 
négliger les facteurs qui l’inhibent et la refoulent. 

L’expérience clinique fournit des exemples péremptoires du refoulement de 
la maladie mentale. Nous ne parlons pas de ces paranoiaques qui _cachent 
soigneusement leurs idées délirantes parce quwils se rendent compte qu'il serait 
dangereux pour eux de les exprimer: il s’agit la de dissimulation, non de refoule- 
ment. Des exemples de refoulement vrai ont été donnés par ces nombreux in- 
dividus névrosés dont les symptomes disparurent complétement au cours de leur 
séjour dans des camps de concentration, pour reparaitre aussitot apres leur libé- 
ration. Parfois le refoulement de la maladie est incomplet. Au cours de la 
deuxiéme guerre mondiale, les troubles hystériques furent beaucoup moins fré- 
quents chez les soldats que pendant la premiére guerre mondiale: les médecins 
militaires avaient appris a les traiter efficacement. Par contre, il y eut une 
augmentation énorme du nombre des ulcéres d’estomac et d’autres affections 
psycho- somatiques. Ainsi, les névroses de guerre avaient été refoulées, mais in- 
compleétement: le refoulement s’était, pour ainsi dire, arrété 4 mi-chemin, au 
niveau psycho-somatique. Récemment, un psychanalyste et analy ste existentiel 
allemand, Miiller-Eckhard, consacrait un livre trés curieux 4 la “maladie de ne 
pouvoir étre malade” (11). 

La notion de refoulement et d’inhibition de la maladie mentale fournit une 
explication pour divers faits d’interprétation malaisée. L’un d’eux est la diminu- 
tion du nombre des maladies mentales pendant les guerres et autres grandes 
crises politiques et sociales. Logiquement, il semblerait qu'une guerre, ‘par les 
efforts démesurés et les épreuves qu'elle inflige, devrait produire une augmentation 
du nombre des maladies mentales. Or, les statistiques ont démontré “clairement 
que c’était justement le contraire qui avait lieu. Pendant la guerre franco-alle- 
mande de 1870-1871, la premiére et le deuxiéme guerres mondiales, et bien 
d'autres, on a observé constamment que les maladies mentales ont diminué de 
fréquence, pour remonter a leur moyenne d’avant-guerre aprés la fin des hos- 
tilités. 
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Un autre fait jusqu’ici inexpliqué est la faible fréquence des maladies men- 
tales dans certaines sectes religieuses qui constituent des milieux fermés dont 
les membres sont étroitement unis entre eux. L’un des cas les plus remarquables 
a cet égard est celui des Skoptzy, une secte d’eunuques volontaires naguére 
florissante en Russie et qui avait des colonies en Roumanie. Quoique beaucoup 
hésiteraient a regarder la castration volontaire comme un signe de bonne santé 
mentale (méme lorsque elle est accomplie par conviction religieuse), le fait est 
que le nombre infime de malades mentaux parmi les adeptes de cette secte frappa 
le professeur Pelikan, un médecin-légiste russe qui fut chargé jadis de faire une 
étude approfondie de cette secte (12). Un anthropologue suisse, Eugene Pit- 
tard, qui étudia un groupe d’une centaine de Skoptzy roumains, et qui était 
entré en contact personnel avec chacun d’eux, déclarait quiil n’en connaissait 
qu'un ou deux que l'on aurait pu qualifier de névrosés (13). 

Lorsqu’au sein d'une population donnée nous trouvons un chiffre faible de 
malades mentaux, il y aurait lieu de se demander dans quelle mesure il s’agit 
de répression ou d’ inhibition de la maladie mentale, plutot que de l’'absence des 
facteurs pathogenes habituels. 

Le probleme qui se pose maintenant est le suivant: Comment un milieu 
culturel peut-il déterminer linhibition ou la répression de la maladie mentale? 
Nous ne pouvons aborder ici ce probleme, qui mériterait un examen systématique. 
Il est probable que plusieurs mécanismes différents sont en jeu. Dans les camps 
de concentration, par exemple, l’instinct de conservation devait primer sur toutes 
les autres tendances, et faire, par consequent, disparaitre tout ce qui rendait 
lindividu inapte a la lutte pour la vie. Dans d'autres cas, on peut supposer qu'il 
s'agit du sentiment de la “honte sociale” auquel Darwin attribuait jadis une si 
grande importance dans lorigine de la morale. Ou encore s’agit-il peut-étre de 
cet ensemble de phénoménes encore si mal connus, confondus sous.le nom d™“‘imi- 
tation”. Un facteur essentiel consiste probablement dans un coefficient de tolé- 
rance ou d'intolérance a l’égard de la maladie mentale, caractéristique de chaque 
culture particuli¢re et variant aussi, dans le méme pays, dune époque a lautre. 

Prenons comme exemple l’¢poque de la Renaissance, dans Vitalie et Europe 
occidentale du XVe siecle. Ce fut une période d’individualisme a outrance, avec 
le culte du génie, méme dans ses formes les plus aberrantes, avec un grand intéret 
pour les maladies mentales. Nous n’avons pas de statistiques des maladies men- 
tale pour cette époque, mais le fait est que bon nombre de poctes , artistes, hommes 
d’état, etc., souffraient de troubles mentaux. D’autre part, il y cut une floraison 
d’ctudes sur les maladies mentales. La tendance générale était a la tolérance 
envers les malades mentaun. 

La tendance inverse se fit jour au “Siécle des Lumicres” (Aufklarung), au 
XVille siecle. Ce fut ’époque du culte de la Raison et de la sociabilité. Or, 
la maladie mentale est irrationnelle et asociale, et par conséquent ne s’accordait 
pas avec la formule nouvelle. Rien d’étonnant si la psychiatrie, a cette époque, 
ne fir guere de progres et si les asiles d’ali¢nés étaient dans un état pitoyable. La 
tendance générale était a lhostilité envers les maladies mentales, et par conséquent ° 

nous le supposons — leur inhibition et leur refoulement. 


Le pendule battit de nouveau dans la direction opposée a l’époque du 
Romantisme. Le romantisme va de pair avec le culte de l’irrationnel et des S aspects 
cachés de la nature humaine: l’inconscient, les reves, le mysticisme, la métapsy- 
chologie, etc. Il semble quil y ait eu a cette époque une recrudescence de 
maladies mentales. Jamais, dans toute lhistoire de la littérature, on ne vit autant 
de poctes schizophrénes; certains d’entre. eux (Hélderlin, Gérard de Nerval) 
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7) 
“ 


écrivirent leurs plus beaux poémes lorsqu’ils furent au seuil de la folie. Il y eut 
aussi un renouveau d’intérét pour les maladies mentales. Ce fut une époque de 
grande progrés psy chiatrique. Le tendance générale était 4 la tolérance envers 
les malades mentaux, jusqu’au milieu du XIXe siécle, ou une attitude opposée 
prévalut. Le refoulement collectif se manifesta alors par la construction de 
vastes hdpitaux psychiatriques, isolés, sous une direction autoritaire, sans traite- 
ment par le travail ou efforts de resocialisation, et ot: les malades s“aliénisaient” 
lentement et inexorablement. 

De tels exemples illustrent notre point de vue, 4 savoir que chaque culture, 
chaque époque de lhistoire culturelle, sont affectés d’un coefficient de tolerance 
ou dintolérance envers la maladie mentale. On peut conjecturer que ce coeffi- 
cient est, plus ou moins inconsciemment, incorporé dans lesprit de chaque 
individu et qu'il joue un role stimulateur ou inhibiteur dans la pathogénése des 
maladies mentales. 

Toutefois, les faits sont toujours plus complexes que nos schémas. La 
tolérance ou l’intolérance envers la maladie mentale ne sont jamais totales. Méme 
dans les périodes de forte intolérance certaines affections mentales sont con- 
sidérées comme plus admissibles que d’autres. Il est des modes dans la maladie 
mentale comme pour les vétements ou les meubles. 

Au XVile siécle, la “mélancolie” était la grande maladie nerveuse a la mode. 
C’était la maladie professionnelle des savants et des lettrés, illustrée par Robert 
Burton dans sa fameuse Anatomie de la Mélancolie (14), et par conséquent une 
marque de distinction intellectuelle. Au siécle suivant, I“hypocondrie” lui 
succéda en tant que maladie des hommes distingués (et en tant que prétexte pour 
laisser Cours 4 sa mauvaise humeur et a une attitude injurieuse envers les autres 
gens). Lhypocondrie était une maladie masculine et avait comme contre-partie 
feminine les “vapeurs”, chez les dames du monde. Dans la seconde moitié du 
XIXe siécle, la “neurasthénie” succéda a la vieille hypocondrie devenue démodeée, 
tandis que les “vapeurs” étaient remplacées par l’hystérie. On sait comment, 
vers la fin du XIXe siécle, la Salpetriere et d’autres hépitaux étaient remplis de 
malades hystériques, et comment l’hystérie disparut rapidement dans les premieres 
années du XXe siécle. Aucune explication réellement satisfaisante n’a été donnée 
pour ce fait remarquable — a moins que l’on n’admette, a la suite de Janet, que 
lorsque les médecins sont lassés d'un certain diagnostic la maladie elle-méme ait 
tendance a disparaitre. Aujourd’hui, beaucoup de personnes n’aiment pas a ad- 
mettre qu’elles puissent avoir une névrose: si elles vont voir un psychanalyste, 
c’est en raison de leurs “problemes” 


V. Interactions bio-culturelles ect maladies mentales 


Les intrications de facteurs biologiques et culturels constituent un autre 
aspect, pas assez connu, des maladies mentales. La civilisation incite homme a 
faire des découvertes; ces découvertes changent les conditions de la vie humaine, 
ce qui améne des bouleversements culturels et sociaux, lesquels 4 leur tour modi- 
fient la nature biologique de ’homme (avec des conséquences importantes du 
point de vue psychopathologique), et ainsi de suite a l’infini. 

Dans ce domaine vaste et encore peu exploré, nous nous bornerons 4 trois 
faits de date relativement récente, mais d’une importance considérable. 

Le premier fait consiste dans l’allongement de la durée moyenne de la vie 
humaine. I] ya deux ou trois siécles, un homme de 40 ans était appelé un 

“vieil homme”; aujourd’ hui, suivant un dicton américain, “life begins at forty”, 
la vie commence a 40 ans. Une conséquence logique de ce fait a été une aug- 
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mentation du nombre des maladies des vieillards, parmi lesquelles la démence 
sénile et l’artériosclérose cérébrale. Une nouvelle spécialité medicale, la geriatrie, 
a été instituée pour faire face 2 ces nouveaux problemes dont le public est en 
général bien informé. Mais il est un autre aspect de la question qui n’est pas 
assez connu: Il est évident que la structure d'une biographie individuelle, et la 
structure générale de la société, doivent étre trés différentes dans une population, 
suivant que la vie humaine est beaucoup plus longue ou beaucoup plus courte. 
Dans une population ou la vie humaine est généralement courte, un individu 
doit choisir sa profession, terminer son apprentissage, se marier, fonder une famille, 
a un age plus précoce. En d’autres mots, il doit devenir un adulte a un age ou 
nos jeunes gens sont encore de grands enfants. C’est ce qui est facile 4 démontrer 
par l’examen des biographies de personnages qui vivaient il y a moins de deux 
si¢cles. Ceux qui s’étonnent que Napoléon ait été un grand général a 25 ans 
oublient qu’une telle précocité était la régle a cette époque. Le grand Condé 
avait 22 ans lorsqu’il remporta la victoire de Rocroy qui brisa la puissance espag- 
nole. Lafayette se maria a 15 ans, et a 21 ans il était commandant en chef du 
Corps Expéditionnaire frangais en Amérique. Les grandes amoureuses de Racine 
avaient 16 ans, mais possédaient les caractéristiques de la femme de trente ans 
d’aujourd@’hui. Bref, on attendait de chaque individu qu’il devint pleinement un 
adulte peu de temps apres l’apparition de la puberté. 


L’allongement de la durée moyenne de la vie humaine a eu pour effet que la 
période de l'adolescence est de plusieurs années plus longue en Europe qu'il y a 
200 ans, et qu'elle semble méme plus longue en Amérique qu’en Europe. Nous 
avons une enfance et une adolescence plus agréables et plus longues que nos 
ancétres, mais d’autre part cette période artificiellement prolongée d’immaturité 
et dirresponsabilité pourrait bien étre l'une des causes de l’extraordinaire aug- 
mentation de la criminalité juvénile qui est un des fléaux de notre civilisation 
occidentale contemporaine. 

Un second fait consiste dans la révolution psychobiologique déterminée 
chez homme contemporain par la découverte de l’anesthésie générale et la diffu- 
sion des médicaments analgésiques. Aujourd’hui, il est entendu que la moindre 
opération chirurgicale doit étre accomplie sous anesthésie générale ou locale. 
Des le moment de notre naissance, nous prenons l’habitude d’avaler un sédatif ou 
un analgésique dés que nous sentons la moindre douleur. II est hors de doute que 
nous souffrons beaucoup moins que nos ancétres, mais d’autre part nous sommes 
beaucoup plus sensibles qu’eux a la douleur. 


De tous temps, les hommes ont fui la douleur et ont essayé de se protéger 
contre elle, mais jusqu’a une époque trés rapprochée de nous, ce fut avec peu de 
succes. Il est évident qu’ils souffraient beaucoup plus que nous, mais d’autre 
part leur tolérance a la douleur était beaucoup supérieure a la notre. Nous avons 
peine a nous représenter que les soldats de Napoléon étaient souvent amputés en 
plein air, assis sur un tambour, fumant leurs pipes. Méme un roi, comme Louis 
XIV, vivait dans les conditions que nous trouverions incroyablement peu con- 
fortables, et il continuait son activité en dépit de maux de dents qui nous auraient 
semblé atroces. Nos ancétres étaient trés durs au mal, et ils nous auraient 
trouvés ridiculement douillets. Ce n’est probablement pas qu’ils aient eu une 
plus grande force d’ame, mais plut6ét — comme I’a indiqué Leriche (15) — que 
leur systéme nerveux était conditionné a la douleur d’une fagon différente. Pour 
nous, la vie est bien plus agréable qu’elle ne |’était pour eux, mais la seule idée de 
la torture est beaucoup plus effrayante pour nous: la douleur a été exclue de notre 
vie ordinaire, mais joue peut-étre un role plus important dans notre vie intérieure 
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comme une source d’angoisse existentielle, et par la d’une certaine forme de 
névrose. 

Un troisiéme fait consiste dans l’¢norme augmentation de la quantité d’ex- 
citation a laquelle nous sommes soumis. Depuis un ou deux siécles, notre civili- 
sation occidentale a augmenté progressivement toutes les sources d’excitation et 
de stimulation sensorielles et psychologiques auxquelles nous sommes soumis. 
Cela a atteint un point qui eit paru inimaginable a nos ancétres. Nos enfants 
ont maintenant |’ecole obligatoire avec des programmes de plus en plus charges 
et une durée d'études de plus en plus longue. Ils ont des livres et des journaux 
d’enfants, des jouets perfectionnés, des voyages, le cinéma, la radio, la télévision, 
et une quantité d’excitation qui €quivaut souvent a un traumatisme psychique 
continu. En raison de cette stimulation neuro-grandulaire et du conditionnement 
cérébral différent qui en résulte, notre constitution psycho-biologique est tres 
différente de celle de nos ancétres. Il est facile de le constater lorsqu’on voit 
comment on vivait il y a moins de deux siécles. Prenons un roman, par exemple 
Les Affinités Electives (Die Wahlverwandschaften) de Goethe, et essayons de 
nous imaginer que nous vivions comme les personnages de cette histoire: il nous 
semblera que leur genre de vie devait étre terriblement ennuyeux. Par contre, 
nos ancétres auraient probablement considéré notre genre de vie comme une 
frénésie dangereuse. Mais apres tout, qui sait s'il n’en est pas réellement ainsi, 
et si notre genre de vie n’a pas un effet traumatique sur beaucoup d’individus. 
I] est tres possible qu'il y ait une relation directe entre incroyable augmentation 
de la quantité de stimulation psychique a laquelle nous sommes soumis, et 
augmentation de la fréquence de la schizophrénie, qui est une autre caracté- 
ristique de notre culture occidentale. 

Nous voyons ainsi comment notre civilisation occidentale a été amenée a 
faire des découvertes qui ont changé la nature psycho-biologique de l"homme, 
faisant de lui une espéce différente avec une psychopathologie différente. 


Conclusion 


Il y a bien d’autres aspects culturels de la maladie mentale que nous ne 
pouvons aborder dans le cadre de cet exposé. L’un d’eux serait celui des 
phénomenes interculturels. Que se passe-t-il lorsque deux cultures existent cote- 
a-cote, l'une croissant et l'autre déclinant, ou lorsqu’un individu est obligé de 
quitter une culture pour en adopter une autre, ou encore lorsqu’il participe a 
deux cultures différentes? C'est un probleme d’une importance fondamentale 
qui nécessiterait a lui seul un exposé detaillé. Il s’en faut de beaucoup que nous 
ayons des données suffisantes pour résoudre ces problemes, comme bien d'autres 
qui se rattachent au méme sujet, et nous avons grand besoin de recherches de 
base, accompagnées de statistiques bien faites et d'études approfondies sur des 
cas cliniques particuliers. 
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Summary 
his paper, re: ad at the International Congress of Psychotherapy, Barcelona, 

September 1958, discusses a few among the many cultural aspects of mental 

disease: 

Cultural relativism. \s the concept of mental illness universal, or is it 
(as Ruth Benedict and others contend) relative to the various cultures? In fact, 
certain mental conditions are recognized everywhere as abnormal (idiocy, senile 
dementia, agitated confusion with fury). Cultural relativism is restricted to the 
aspects of human behavior which present a normal and an abnormal facet. 
Cultural divergences in the appreciation of what is normal or abnormal are hardly 
more marked than are the conflicting diagnoses of psychiatric experts in a legal 
case. 
2. Cultural specificity. Since Hippocrates’ “Scythian disease”, several mental 
conditions have been described which are supposed to be specific to certain 
countries or cultures; such as in present days, the running Amok in Malaya. 
Careful studies show that these allegedly specific conditions also occur in other 
parts of the world, although in less conspicuous forms. Thus they are in fact 
universal manifestations which, in certain settings, acquired a special coloring 
owing to a very high admixture of cultural elements (notably permissiveness 
and ceremonialization.). 

Cultural coloring of mental disease. Clinical instances borrowed from a 
paper by Dr. Gustave Martin illustrate the differences in delusional ideas whether 
they occur in “bush negroes” or acculturated natives of Northwest Africa. 
Psychiatrists working in a different setting should pay the greatest attention to 
the patient's culture. Not infrequently it is only a precise anthropological 
knowledge which will enable a psychiatrist to recognize whether certain mani- 
festations are normal or abnormal, and if abnormal, to evaluate their degree of 
severity ° 

4. Cultural stimulation or inhibition of mental disease. Much attention has 
been given to the cultural factors which produce or stimulate mental illness, but 
not enough to those factors which repress or inhibit its manifestations. Re- 
pression or inhibition of mental illness has been observed: in concentration camps, 
during wars, in certain religious sects, in individual clinical cases. A certain 
index of permissiveness or intolerance to mental illness is characteristic of every 
culture, and within each country of every cultural wave (as shown in the history 
of Western civilization). This index is internalized by every individual and 
acts as an unconscious permissive or repressive factor in the production of in- 
dividual mental illness. 


Biocultural interactions. The progress of civilization forwarded an un- 
precedented development of Science. Science produced inventions which trans- 
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formed the structure of man, not only socially and psychologically, but also 
biologically, with far-reaching consequences upon the manifestation of mental 
illness. Three instances are given: 

(a) The prolongation of the average length of human life produced not 
only geriatric problems but also new problems | of adolescence, of which the in- 
crease in juvenile delinquency is the most conspicuous. 

(b) The advent of surgical anaesthesia and pharmaceutical analgesia resulted 
in the almost complete disappearance of pain, but at the same time made man 
much more intolerant to pain, and therefore the idea of pain plays a greater role 
in the psy chogenesis of certain neuroses. 

(c) The enormous increase of quantity of stimulation given to children 
and adolescents produced biological consequences, one of which is probably the 
increase of the frequency of schizophrenia. 

The author concludes by referring to other cultural aspects of mental illness 
and emphasizes the importance of careful statistical studies and exhaustive in- 


dividual case histories. 





CANADIAN PSYCHOANALYTIC SOCIETY 
SOCIETE CANADIENNE DE PSYCHANALYSE 


4342 Sherbrooke Street West, Montreal 6 


Executive Council (1958). Dr. J. B. Boulanger, president, Dr. J. Aufreiter, 
\ ice-president; Dr. W. C. M. Scott, secretary; Mr. A. Lussier, treasurer; Drs. A. W. 
\MiacLeod and M. Prados, councillors. 

Training Activities. Following the Society’s election, in 1957, to the status 
of a Component Society of the International Psychoanalytic Association, rules 
and regul: ations for psychoanaly tic training in ¢ ‘anada were adopted and a training 
programme organized. Copies of the Curriculum and application forms may be 
obtained by writing to the Society’s he: adquarters. 

Trust Fund. A “Canadian Psychoanalytic Society Trust—Fondation de la 
Société Canadienne de Psychanalyse” was established by the end of 1958, with 
the aim of supporting studies and research in psy choanaly sis. Donations to the 
fund are deductible for income tax purposes. 

Scientific Meetings (1958) 

(January 16th). “Further Notes on Sleep during Psychoanalysis”, by Dr. 
W. C. M. Scott. , 

(February 20th). “Sadistic Maternal Overprotection and Defensive Identi- 
fication on the Part of the Child”, by Mr. A. Lussier. 

(March 20th). Discussion a Mr. A. Lussier’s previous paper and of Dr. 
J. B. Boulanger’s paper delivered at the annual general meeting of the Quebec 
Psychiatric Association, “Is Psychoanalysis a Form of Psy Aggro e 

(April 17th). “A Case of Cancer Phobia”, by Dr. G. Aufreiter. 

(June 19th). “Psychoanalysis and Child Care”. pe hird Francoise Boulanger 
Memorial Lecture), by Dr. J. Bowlby (London, Eng.) 

(October Sth). “Observations on Eyes and Eye Posturology in Analysis”, 
by Dr. I. Schiffer (Toronto). Discussion with Dr. T. S. Szasz (Sy racuse, N.Y.) 
of his book, “Pain and Pleasure” 

(November 7th). Discussion, with Dr. H. I. Weinstock (New York), on 
“Statistics and the Problem of Statistics in Psychoanalysis” 

(December 8th). “Identification”, by Dr. W. C. M. Scott. 








38 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 4, No. 1 


CLINICAL EXPERIENCE WITH IMIPRAMINE (G 22355) 
IN THE TREATMENT np DEPRESSION 


A. M. Mann, M.D., ann A. S. Macpuerson, M.D. 


The search for a chemical agent capable of modifying or reversing the mood 
disturbance and behavioral constellation characteristic of the clinically recognized 
depressive state has been carried out with greater or lesser degrees of enthusiasm 
for a considerable period of time. A wide range of agents has been utilized 
with rather unrewarding results, at least until quite recently. Presumably, 
underlying these attempts has been the belief that, notwithstanding the psy cho- 
pathological and dynamic formulations which seem in many cases to have con- 
siderable pertinence, many of the features of the classical depressive syndrome 
— whether one labels such conditions as “endogenous”, “involutional” 
“psychotic”, or uses other descriptive terms — have as an underlying sub strata 
an organic disequilibrium, be this disequilibrium primary or secondary, whose 
exact basis is unestablished with any degree of certainty. 

Lehmann® has recently reviewed some of these physio-chemical methods and 
points out that, with the possible exception of iproniazid, * ‘none of these has been 
as reliable and prompt in action as electroconvulsive ther rapy”’ 

Yet there seems little doubt that ECT, though of proven efficiency, is a 
treatment not without hazard to the patient, not ‘only with respect to the in- 
cidence of physical complications, but also in terms of the not inconsiderable 
psy chological and administrative hazards, chief among which are the troublesome 
questions. of memory loss, the connotations of the word “shock” , and the number 
of trained personnel required to carry out this form of treatment. 

This type of problem is perhaps even more sharply delineated in private 
practice and in general hospital psychiatry than in a mental hospital setting; 
hence, any drug which shows reasonable promise of obviating these difficulties 
seems likely to arouse great interest and stimulate further research. 

One of the most recently developed agents in this field is Imipramine 
(G 22355), evaluation of whose effects on a general hospital service and out 
patient basis forms the content of this paper. 

This drug has been fairly intensively tested in Switzerland by Kuhn? and 
associates, W hile Lehmann* and Azima' have reported their investigations in 
Canada. Its pharmacological characteristics have been detailed elsewhere and 
need not be repeated here. 

Guided by the favorable results of these investigators, it was decided to 
make a clinical evaluation of its possibilities on a general hospital psychiatric 
population and on an office or out patient basis. 

There is a very understandable (and sometimes almost irresistible ) tendency 
to make certain statements regarding the efficacy of a given preparation, pro- 
cedure or technique in the field of human behavior without due regard for the 
possibility of other extraneous influences having come into play to produce the 
given result. If one’s results are not to be left purely at the mercy of fortuitous 
circumstances, such possibilities should be carefully screened and discussed and 
their significance kept in mind. 

The present study is by no means free of such difficulties, and it may be 


1From Montreal General Hospital and McGill University, Montreal. 
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Thanks are due to Geigy Pharmaceuticals for supplying us with generous amounts of Imipramine (G 22355) 
marketed under the trade name Tofranil, which enabled us to undertake this study. 
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sound to discuss some of these factors in detail before dealing with the results 

of our evaluation. 

All patients referred to in this investigation were treated either at one of the 
various subdivisions of the Department of Psychiatry of the Montreal General 
Hospital, or on an office basis privately by one of the authors. With the ex- 
ception of a very few cases quoted for special features, all came under the direct 
treatment responsibility of one of us, usually as the treating psychiatrist, but 
occasionally as a superv ising psychiatrist. Evaluating drug action on a popula- 
tion of this type is fraught with even more potential sources of error than a 
mental hospital patient group or volunteer subjects in a psycho-physiological 
laboratory. 

The following represent some of the major sources of error in a population 
of this kind. 

1) The time factor. In a general hospital setting there is the problem of the 
need for rapid turnover, with its allied feeling that treatment should take 
precedence over investigation. 

2) The economic factor. This brings into play the parallel considerations of 
motivation for recovery being greater, and the question of the superior 
personal and family resources w hich may intercede on the patient’s behalf 
to aid in recovery and cloud the inv estigative picture somewhat. 

3) The differences in the patient group. Briefly, it would appear that there is 
a tendency to see patients who are somewhat less depressed than those seen 
in a mental hospital setting and that diagnostic categories are sometimes 
different. 

4+) The well-known fact of improvement — though often temporarily — en- 
suing merely from hospitalization per se. 

5) The fact that there is more individual treatment responsibility than in a 
closed (or public) setting where the patient may be personally seen and 
interviewed closely and serially by several staff psychiatrists and where 
frequent conferences may be held on the particular patient. Hence, a more 
accurate rating as to diagnosis and severity of illness may be obtained in the 
latter type of setting. 

6) On out-patients, environmental circumstances, family attitudes, etc., may 
alter as the disease progresses or recedes and this in itself may be a con- 
tributing factor in an individual’s’ progress or lack thereof. Further, if the 
patient is working, and able to stay at work, a slight betterment of ego 
functioning may set up a circular pattern of activity where the patient feels 
more gratified and is able to produce better work which in turn tends to 
make the clinical picture more favourable than it might have been in another 
setting. 

) The problem of controls. The lack of valid controls is a cogent argument 
which can be directed at much behavioral research. This is obviously not 
the place to launch a full-scale discussion of this thorny problem. How- 
ever, one may say that often this “handicap” of lack of controls may be 
more apparent than real; further, the difficulties of really satisfactory con- 
trols may be so great that even the most elaborate ‘ ‘matching” attempts may 
be doomed to failure. In our study we felt that patients in many instances 
were their own controls, in the following ways; 

(a) From the knowledge of the disease process from which these 
patients suffered, one can reasonably accurately determine what might or 
should have been the “natural” course of the disease; 
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(b) The fact that many of these patients had had previous treatment 
by other means and had either failed to respond of had had relapses pro- 
vides us with a type of control; and 

(c) Extensive experience gained in the field of depressive illnesses 
should allow an investigator to feel that his clinical assessment of results 
need not be entirely inaccurate. 

8) Finally, there is always the problem of the enthusiasm of the investigators 
for a new weapon in the ther rapeutic armamentarium; this zeal may result 
in the patient being more vigorously treated and followed than he ordinarily 
would have been, and also brings into play the potent element of suggestion. 
Bearing in mind all the above-mentioned difficulties which we have pur- 

posely detailed at some length, we have attempted to take all these factors into 
consideration as much as possible under the circumstances. Further, we have 
deliberately oriented the study along clinical lines, feeling that in the final 
analysis if the drug concerned is to have any efficacy as a treatment procedure, 
it will be used by people who are engaged in the pe -to-day practice of 
psychiatry, without the rigid controls, “double blinds” , etc., of strictly investi- 
gative methods. Perhaps, then, our results may have some merit in terms of 
the values set upon them by actual clinical practice. 

PROCEDURE 
Seventy cases are here reported, 50 females and 20 males, having as their 

common feature the presence of varying degrees of depressive sy mptomatology. 

Twenty-seven were treated only as out ptaients; the remaining 53 were treated 

in hospital and then followed as out patients. The intensity ‘of the depressive 

illness was rated as mild, moderate, or severe on the basis of a rating procedure 
approximating that of Lehmann* et al. Seventeen patients (24°) were rated 

as “mildly depressed”, 27 patients (39°,) as “moderately depressed”, and 26 

patients (37°) were rated as “severely depressed”. Diagnostically, these were 

classified as shown in Table I. 


: TABLe I 
DIAGNOSTIC GROUPS 
Neurotic Depressive Reactions 40 


Depressions with organic brain changes 


Anxiety reactions with depressive features 6 
Schizo-affective Disorders 6 
Involutional Psychotic Reactions 5 
Manic Depressive Reactions + 
Psychotic Depressive Reactions 2 

Total 70 


Some remarks about nomenclature may be in order. The terminology used 
was, of necessity, that of the APA “new” classification, which is the system in 
use in the hospital. This new nomenclature, while generally a useful clarification 
of terms, is felt by many to be somewhat less than clear with regard to the 
depressive sy ndromes, viz., 


1. It is evident from the above table that the diagnosis of “neurotic de- 
pas reaction” predominates (57% of cases). Technically, this term has 
both qualitative and quantitative implications; it may mean w hat was commonly 
understood by “reactive depression” but in this study we also use it in a sense 
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which is really synonomous with the older terms such as “involutional melan- 
cholia”, and it is to be noted that the borderline between “depressive reaction”, 
“psychotic depressive reaction” and “involutional psychotic reaction” is very 
ill-defined. Experience tends to point to the fact that a “depressive reaction” 
in a patient over 40 years of age, with a basically obsessive-compulsive personality 
structure may, if allowed to continue untreated for even a short period of time, 
become a “psychotic depressive reaction” or “involutional psychotic reaction” 
Hence, for purposes of communication, the vast majority of patients of this 
diagnosis may be thought of as “involutional melancholiacs” in the usual sense 
of the word, though without well-marked delusions and/or hallucinations. 

2. The incidence of “manic depressive reaction” is low. This is not as 
much a peculiarity of the nomenclatural system as it is a reflection of different 
diagnostic standards in general hospital psychiatry as compared with mental 
hospital settings. 

3. The use of the term “depressions with organic brain disease” refers 
to a category of patients with mild to moderate memory disturbances and other 
changes associated with cerebral arteriosclerosis. No actual confusional states 
exist in this group. 

The average age of the patient group was 48.3 years. The range was 22 
to 74 years. Twenty-five patients (35°.) had had previous treatment for de- 
pression, either with unsuccessful results or with recurrence of sy mptomatology. 
The duration of depressive symptomatology of the patient group ranged from 
three weeks to thirteen years. The commonest finding seems to be that the 
illness had been present in mild or masked form for about a year and had become 
more acute or unbearable for the period two to three months prior to the 
initiation of treatment. 

The dosage schedule was, almost invariably, to start at 50 mgm tid. 
mouth and after two days to increase this to 50 mgm q.i.d. The first pts 
patients in the series were given intra- muscular dosages but this plan was dis- 
carded after it appeared that no significant differences in action could be noted. 
Only in four patients in this series did dosage level exceed 200 mgm per day 
and the highest dosage level was 300 mgm per day. We felt that 200 mgm 
was probably the optimum dosage level. 


RESULTS 

Table II illustrates our gross results. The assessment of improvement was 
again rated in accordance with the scale designed by Lehmann et al, and in addi- 
tion to this our clinical ratings were supplemented by special nursing notes, 
relatives’ statements, and other psychiatrists’ opinions when available. We do 
not categorize our patients in terms of numbers of weeks of treatment as we 
found it impracticable to assess results under three weeks. As can be seen, 
about 63% of the patients were considered either “recovered” or “much im- 
proved”. If one included the “improved” group, this figure rises to 81%. 


Tas_e II 
RESULTS OF TREATMENT WITH G 22355 
Recovered 20 (28.5%) 
Much improved 24 (34.2%) 
Improved 13 (18.5%) 
Unimproved 9 (12.5%) 
Worse 4+ ( 5.7%) 
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These figures conform very closely to those arrived at by other inv os <r 
in different settings. Of those patients who were “unimproved” “worse”, 
two were on the drug only two days and would not continue to ae it because 
of the overw helming side effects. (See below.) 

In general, it may be said that the group showing the best and most dramatic 
clinical response were those patients with well-delineated, severe classical de- 
pressive ‘states in the involutional age group. 

It is noted that some of our patients had concomitant sub coma insulin 
therapy. This we did not consider of major importance in the evaluation of 
results. 

Perhaps a more important consideration is the concomitant use of electro- 
convulsive therapy which occurred in 15% of our cases. ECT in our series was 
given only when the admitting signs and sy mptoms were of such severity as to 
entail a severe suicidal risk, or when the patients were so delusional that one 
could not conscientiously await the effect of imipramine, or again in certain 

cases where there was very marked agitation. The standard practice in this 
regard was to initiate both modalities of therapy on admission and when the 
patient had received two or three ECT, discontinue this form of treatment and 
use only Imipramine. 

Our findings tend to bear out other investigators’ reports of the relatively 
slow onset of action (averaging at least one week). We have also found 
useful, where agitation was pronounced, to make simultaneous use of chlorpro- 
mazine, although agitation as a side effect was not marked in our series. Indeed 
Imipramine tended to diminish, in most cases, the agitation associated with 
depression. 

It was also our impression that there was an inverse relationship between 
the presence of definite so-called “reactive factors” and the degree of improve- 
ment. It is also to be noted that depressions in the age group under 40 did not, 
on the whole, do well with this drug. Paralleling this is our feeling that where 
the depressive symptomatology appears to be “built-in”, so to speak, as a part 
of character structure, the drug did not appear to effect any real improvement. 

Clinically, we were most interested in observing the lifting of depression 
in hospitalized patients without the memory loss that would have ensued from 
the number of ECT which would have been required to effect the same type of 
result, and this has some interesting ramifications. We felt that the recovery 
process of these patients appeared to be speeded up once the initial anti-depressive 
effect of the drug had set in by the fact that they were able to talk more 
spontaneously and freely, and much more able to accept psy chotherapeutic in- 
sight into their difficulties. This is an important consideration in view of the 
“blotting out” effect often seen with ECT. It was also felt that the patients 
who responded well to this drug tended to be able to readjust themselves to their 
work situation considerably better. It had been our experience in the past that 
the patient who had had a good result in hospital would then find himself back 
at work, clinically “well”, while there was still some impairment of memory 
for his work situation and for the precipitants and onset of illness. In a com- 
pulsive individual, we have often noted a prolongation of the secondary effects 
of the illness in this way. 


Our out-patients, on the whole, represented the less severely depressed 
group. It was felt that the major contribution this drug made in this group 
of patients was to keep them functioning at work or in the home when other- 
wise hospitalization would have been imperative. In several of this group 











January, 1959 IMIPRAMINE IN TREATING DEPRESSION 43 


ECT had been previously used and it was noted that not only was the use of 
ECT avoided in these people, but the recurrence of the presenting symptom- 
atology was cleared up in a considerably shorter period of time than in the 
previous attack. This group also included several cases who had proven refrac- 
tory to ECT and who were living a most uncomfortable, barely-functioning 
existence, but who were not hospitalized because they were considered refrac- 
tory to the usual forms of therapy. One such patient stated after two weeks 
on the drug that he felt “like myself again for the first time in six years” 


Maintenance dosage seems to be a very important factor. All patients in 
our series who showed favourable results were continued on maintenance doses 
ranging from 50 mgm per day to 150 mgm per day, with the majority of patients 
taking 75 mgm per day. It is to be noted that:the one definite recurrence in 
our series came as a result of premature removal of the drug. This patient 
had had an excellent result after four weeks of treatment and had, against advice, 
stopped maintenance doses two weeks after leaving hospital. He almost im- 
mediately began to feel somewhat worse and after two more weeks reported 
with an’ obvious and classical recurrence. In general it can be said that if 
patients have been “well” (and here we are referring to the “recovered” or 
“much improved” group) for three months, then it is safe to allow a decreased 
maintenance dose, but we have been very conservative in discontinuing the drug. 
Most of our “good result patients” took the drug for at least three months after 
they were considered well. The following case summaries are selected as being 
illustrative of results, both favourable and unfavourable, of treatment. 

Case 1. Miss G.F., a 52-year-old spinster, was admitted to hospital with 
depressive symptomatology dating back some six months or more. She had 
previously been hospitalized for medical inv estigation which had proven essen- 
tially negative, and had refused psychiatric referral at that time. She complained 
of early morning waking, showed diurnal fluctuation of mood, anorexia, weight 
loss, disinterest, ‘inability to concentrate, great dissatisfaction and guilt over her 
work record and her ‘interpersonal relationships, and was convinced that she 
could not hold her job. Psychomotor retardation was noted along with the 
presence of definite suicidal trends. She cried easily and was almost unable to 
communicate when first seen. She was treated in hospital with daily dosage 
level of 50 mgm t.i.d. by mouth, along with sub coma insulin. Psy chother rapy 
was attempted but only very superficial contact could be made in this area. 
\fter an initial waiting period of about one week, the patient began to sleep 
through the night without sedation and could again read and concentrate. She 
began to take more interest in her appearance and was seen to be socializing 
well with other patients. The mood change was noted to be quite pronounced 
seven to ten days after the initiation of treatment and she reported a renewed 
zest for living and for returning to her work. She was kept in hospital for 
three weeks and by the time of discharge the dose had been reduced to 100 mgm 
per day in divided doses. She abandoned her plans for retirement, and was able 
to approach her employer directly about certain things that she had been unable 
to deal with in the work situtaion. On follow-up she continued to report im- 
provement and stated “I feel like I did 25 years ago” 

Case 2. Mrs. M.W., age 60. The patient had had two previous psychiatric 
admissions for depression, one of them to a mental hospital. On the present 
idmission she was judged to be markedly depressed and was hallucinating. She 
had been unable to function adequately for some three months, had lost 15 
pounds, and had become a severe management problem. Precipitating factor 
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was thought to be the birth of a grandson and consequent disruption of the 
patient’ S relationship with her daughter on whom she is very dependent. Agita- 
tion, guilt feelings, delusions of unworthiness and financial disaster were noted. 
She had previously received ECT and on this admission was first treated with 
ECT, receiving 13 treatments without any evidence of improvement. She was 
then placed on Imipramine in the usual dosage range. Her response was unusual 
in that improvement was noticed within three days of administration of the 
drug. The first noticeable change was that one could communicate with the 
patient where previously this was almost impossible. Gradual but very marked 
improvement continued with compléte disappearance of sy mptoms in just over 
three weeks. She was discharged on a daily maintenance dose of 150 mgm. 


Case 3. This 67-year-old woman was admitted to hospital for inv estigation 
of gastro- intestinal symptoms. From the history and the course in hospital it 
became apparent that regardless of the organic pathology (diverticulosis and 
possible carcinoma), there was a serious depressive illness present as well. This 
was partially in reaction to her husband’s death two years ago and in reaction 
to her son’s difficulties with his wife. In addition, there were many typical 
endogenous features. She showed no interest in getting well, wanted and needed 
a good deal of nursing care, was constantly pre- -occupied with her bowels, felt 
weak, cried easily, and had no interest in life. On routine dosage of Imipramine 
her sleep became regular, her psychomotor activity increased markedly, and 
there was decreasing preoccupation with bowel function, and the dev elopment 
of a wish to leave hospital and to take up her duties. Her medical condition is 
still a serious one, but the patient’s adjustment to life has continued to be 
remarkably good. She is on a maintenance dose of 150 mgm. Despite the 
further inv estigation which will be required for her diverticulosis, she can make 
plans, think in terms of the future, concentrate well, and has no trace of the 
former depressiv € sy mptomatology. 


Case 4. Mrs. A.M. This 54-year-old housewife was admitted to hospital 
with a very chronic history of somatic complaints for which no organic Cause 
had ever been ascertained. Her husband stated that she had been completely 
unable to cope with the work of the house or take care of the children for 
at least five years. Considerable money had been spent in many medical and 
psychiatric centres for diagnosis and treatment with little or no response. 
Patient had, by this time, complaints which could only be regarded as somatic 
delusions and which tended to mask a very strong affective disorder. Little 
hope was held for the possibility of improvement, but it was noted that about 
one week after being placed on the usual dosage of Imipramine a dramatic 
change had occurred in the patient’s reactions. The pathological preoccupations 
with body function of a bizzare nature disappeared almost completely after 10 
days and she began to take a very vigorous and assertive part in the hospital 
activities from which she had completely withdrawn before. Her appetite 
increased and her energy output was much greater. She became far less de- 
manding and the difference was commented upon by many observers. On ea 
return home from a weekend pass she stated that she had done more work i 
the house than she had been able to do in the past year. She was left on a 
maintenance dose of 75 mgm per day and has gained 20 pounds and reports that 
she feels “better than I have in 10 years”. Follow- -up five months later shows 
no signs of recurrence. 


Case 5. Mrs. S.V. This 37-year-old housewife was referred because of 
almost constant frontal headache of two years’ duration with no neurological 
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or other somatic findings. It would appear that this patient has all her life 
been involved in situations giving rise to anger which she could not tolerate 
within herself. She has dealt with these conflicts both by suppression and re- 
pression of hostility. She has a neurotic need to please and to be ‘ ‘strong’. She 
has felt discour aged and depressed but there were no suicidal thoughts. “She was 
treated psychotherapeutically and placed on G 22355 in an attempt to cope with 
some of the depressive features. Response to the drug was to all intents and 
purposes nil. It would appear, in this patient, that environmental circumstances 
and the mechanisms of defence were such that a chemical approach to the 
affective disturbance would not be possible. After two months the drug was 
discontinued and the patient’s’ symptoms were unaltered. 
SIDE EFFECTS 

We feel the problem of side effects to be one which merits serious con- 
sideration; so frequent, indeed, were side effects of one type or another that 
fewer than 10°% of patients were completely free of these. It is true that many 
reactions were 0! a minor nature and presumably due to the atropine- like action 
of the drug. Hence one would (as with chlorpromazine) expect that inherent 
in the pharmacological action of the drug would be development of certain 
reactions which are so common as to be almost routine. These include such 
complaints as dry mouth, increased or excessive sweating, constipation, mild to 
marked postural hypotension, and transient disturbances of accommodation. 

These reactions, in mild form, while initially disturbing to the patient, are 
reasonably well toler ated by most individuals, especially if accompanied by con- 
comitant alleviation of depressive symptomatology and an explanation by the 
therapist of their nature. In more severe form they may be quite incapacitating 
and extreme caution must be used in prescribing the initial dose of this drug, 
especially on an out patient basis where measures for observation and control 
may be quite difficult to set up. 


LABORATORY STUDIES 


All hospital patients and the initial group of out patients were given serial 
alkaline phosphatase determinations along with serial white blood cell and dif- 
ferential counts. It is interesting to note that no patient in this series showed 
any pathological elevation of alkaline phosphatase level. Of the tested group, 
over 50°% showed an elevation of the white blood cell count, usually in the 1 range 
of 10 to 20 thousand, but 15 of the tested group showed elevations above 
20 thousand. No consistent pattern emerged in this regard; the elevation of 
white cells was usually transient and corrected within two weeks or so. The 
same findings pertained to the Eosinophilia which was noted in about 10°% of 
cases, again apparently as a transient phenomenon. What the long range pattern 
will bé in this regard cannot be stated as yet. 

EFFECT ON BLOOD PRESSURE 

Blood pressure determinations were taken daily on the hospitalized group. 
['wo-thirds of this group show ed a hypotensive response of at least 10 mm Hg. 
This figure does not include a considerable percentage w ho showed an initial 
fall in blood pressure which later (usually in two to three days) corrected 
itself. It is our feeling that this hypotensive effect is one of the more important 
actions of this drug and, while apparently beneficial per se in some patients and 
without ill effects in most patients, may be implicated in some of our more serious 
reactions. 
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In some cases the blood pressure fall was quite dramatic, (up to 100 mm Hg); 
even without such a steep decline several patients showed initial shock- like 
symptoms. 

We feel that this hypotensive effect should make one use extreme caution 
in administering this drug to people in whom a well-marked and prolonged 
blood pressure fall might lead to serious complications, for example in patients 
with a history of cerebro-vascular ischemia or of cardiac decompensation or 
coronary insufficiency. While we have no definitely proven relationship in our 

cases, there is reason at least to suspect that the one death in our series (from a 
massive pulmonary embolus in a 63-year- -old man) and two deaths (by coronary 
thrombosis) not in this series but seen at another hospital, may have been on 
this basis. Ankle oedema was noted in two further patients, one of whom was 
able, with digitalization, to continue the drug; in the other patient the drug 
had to be discontinued. 

CONSTIPATION 
This effect may be somewhat difficult to assess as this is a well-known 
feature in many depressed individuals. Nevertheless in our patients this seemed 

» be more marked and less tractable to the usual laxative medications. We 
vbw this effect to be of considerable therapeutic value in cases where diarrhoea 
as a response to stress had been a chronic feature and practically unresponsive 
to other drugs. On the other hand however, one woman in our group de- 
veloped, after complaining of severe constipation for some three weeks, signs 
and symptoms of abdominal obstruction. Surgical intervention revealed the 
presence of an umbilical herniation. It was postulated that the constipation, 
with its increased straining at stool, may have sufficiently raised intra-abdominal 
pressure to produce a herniation through an already weakened abdominal wall. 
SKIN 

Dermatological complications occurred in five cases (7°,). These did not 
appear related to photosensitivity. The rash was usually macular in nature 
with widespread distribution, (back, neck, shoulders, arms and legs) and fre- 
quently itchy. One urticaria- like reaction was seen and one patient showed an 
exfoliative type of dermatitis. In the less troublesome rashes, the drug could be 
continued along with the usual anti-histamine treatment and local applications. 
The more severe reactions would seem to call for a discontinuation of the drug. 


IMMEDIATE INTOLERANCE 


Two patients had to be withdrawn from the drug after only two days’ 
medication. Both stated they felt “completely overwhelmed” by the drug, w ith 
very marked dizziness, severe palpitations, jerky movements, and markedly in- 
creased tension and agitation on the usual initial dosage scale. 

OTHER REACTIONS 

One well-defined withdrawal reaction was noted in our series; another was 
reported to us in a personal communication and is noted here. Chief symptoms 
were nausea, vomiting, dizziness, chills, and great anxiety. Possibly more re- 
actions of this type would have been seen if abrupt withdrawal of the drug had 
been more frequent. 

A toxic psychosis with hallucinations and delusions was seen in one patient 
after one week of administration of the drug. This subsided on discontinuation 
of the drug. Another such reaction has been reported in a patient treated by 
another psychiatrist. 
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COMMENT 


On the basis of our experience to date with this drug we feel that it is 
possible to say that Imipramine represents a significant advance in the treatment 
of depressive illnesses. We are in agreement with previous workers who state 
that its maximum efficacy is in the group of people classically described as 
having “endogenous depressions”. 

The determination of the site and mechanism of action of this drug would 
seem to us to be the most important next step in its investigation. Obviously 
it is not within this paper’s scope to do so except to say ‘that we share the 
view that the whole problem of the depressive illnesses is a far more complex 
field than earlier views would have led us to believe. Perhaps a complete 
re-examination of our concepts is needed, along with an attempt at integration 
of the psychological, chemical, and neurophysiological data now available. An- 
other important aspect for further work with this drug would be an intensive 
study of a relatively small number of cases in terms of the action of the drug 
on specific areas of psychopathology and psychodynamics. Studies to date have 
concentrated on the accumulation of data as to its efficacy as a treatment agent. 
This now appears reasonably well established and in our opinion more refined 
and more detailed techniques may now be indicated. 


SUMMARY AND CONCLUSIONS 


1. The effects of a new anti-depressive agent, Imipramine (G 22355), have 
been reported in 70 cases in a general hospital and out-patient setting. 

‘- Clinical results are in line with those of other investigators, showing 

“improvement”, “much improvement” , or “recovery” in about four-fifths of 
cases. Sixty-three percent of cases fell into the category of “much improved” 
or “recovered” 

3. Its chief value would seem to lie in the treatment of the classical endo- 
genous depression. 

4. Onset of improvement is not usually noted before one week or 10 days, 
and in acute cases electroconvulsive therapy may be indicated at the initiation 
of treatment to control acute suicidal urges or marked agitation. 

5. Side effects are noted to be very common and some concern is expressed 
regarding the possibility of cardio-vascular complications and other reactions. 
It is pointed out that special care should be exercised in prescribing this drug, 
especially on an out-patient level. 

6. The need for a re-evaluation of our concepts of the depressive illnesses 
is discussed. 


BIBLIOGRAPHY 
1. Azima, H., Am. J. Psychiat., 115: 245, 1958. 
2. Kuhn, R., Schweiz. Med. Wochenschr, 87: 1135, 1957. 
3. Lehmann, H. E. malin Psychiatric Auteditalan Journal, 3: 155, 1958. 

















1959 ANNUAL MEETING : CANADIAN PSYCHIATRIC 


Thursday 
9.00 a.m. 
9.00 


Evening 


Friday - 


9.00 a.m. 


12.00 p.m. - 
2.00 p.m. 


6.30 p.m. 


Saturday 


9.00 a.m. 


12.30 p.m. 


BE SURE OF YOUR ACCOMMODATION—Mail enclosed Reservation 


a.m. - 


ASSOCIATION 


OTTAWA 


Chateau Laurier — June 4th, 5th, 6th, 1959 


- June 4th 
- § p.m. 


5 p.m. 


June 5th 


- noon 


- 5.00 p.m. 


- June 6th 


- noon 


2.00 p.m. 


- 2.00 p.m. 


Board of Directors Meeting 
Committee on Child Psychiatry 


Reception — Canadian Mental Health Association. 


Scientific Session 
Luncheon 
Annual Business Meeting (Members only) 


Annual Dinner and Dance 


Scientific Session 


Board of Directors Meeting 


Application NOW 




















January, 1959 BOOK REVIEW 49 


Book Keucew 


The Door of Serenity, by Ainslie Meares, Faber, London, 1958. 


This is a notable book which no psychother apist can afford to miss. Unlike 
many writers on this tricky and elusive subject, Dr. Meares, who works in 
Melbourne, Australia, is extremely readable. His book is well written, brief, 
pungent, stimulating and illustrated by a series of remarkable paintings by his 
patient, Jennifer, which have been reproduced here in color. Meares is a 
sophisticated psychother rapist who does not lay claim to any panaceas. Indeed 
the particular charm of his book, and it is a charming book, lies in the splendid 
honesty which shines out on ev ery one of the 119 pages. 

Jennifer, Meares’ patient, was a gravely schizophrenic girl who had been 
treated with little benefit with deep insulin, electroshock and narco analysis. She 
was kept outside hospital in a marginal existence by Meares’ sy mpathetic but 
puzzled support. One day she fumbled in her bag and gave him a weird painting. 
He writes of that painting with a w ry Australian directness which warms the 
heart for its lack of pomposity and omniscience. “By means of the painting she 
was trying to tell me something, but it seemed that she herself did not really know 
what she was trying to express. The painting Was a message. The sender did 
not know what she had written and I could not read it.’ 

He does not balk the dilemma that faced him or his own reasonable appre- 
hensions that his patient might commit suicide and so face him not merely with the 
knowledge of having made a grave blunder but probably open to serious public 
and professional criticism. However, against this risk he believed that he might 
be able to rescue her from the strange world in which she was isolated. His book 
is an account of that rescue, its ups and downs, its set backs and its splendid success. 
Meares learned how to understand the paintings and how to use them as a vehicle 
for communication. 

In undertaking this sort of treatment the therapist has to be able to switch 
rapidly from the symbolic mode of autistic symbols to that of socialized, more or 
less discursive symbols, from symbols w hich originate outside our usual limits 
of awareness to symbols that are constructed inside common social awareness. 
It is essential to guard against the urge to explore this unknown territory with its 
attendant thrill of discovery, because the only likely outcome of this is an 
imaginative exercise in which one “learns” much about one’s own autistic 
utterances and little about the patient. Meares is fully aware of this and does not 
disguise his imaginal limitations. Such uncommon humility commands respect. 

It is implicit in his approach that symbols are useful for the patient. He 
recognised that they are restitutional and purposive in that they are a way of 
communicating and initially at least, a defence against the disintegration of the 
self. Psychotic people need to have their defences respected, they are often in 
poor enough shape. Sy mbolism as we know from observations in neurotic states 
plays a large part in sublimating unacceptable behavior. Even if we knew that our 
“interpretations” were correct, it would be a risky business decoding the symbols 
of psychotic persons. Rosen’s pioneer work surely indicates the futility of 
attempting to “untwist every symbol dow n to its earliest ontogenetic and even 
phylogenetic roots in the unconscious”. Anyone who has encouraged psy chotic 
people to “paint out” their illness soon discovers that sy mbols are extruded that 
have oral, anal or phallic connotation. The efficacy of this extrusion appears to 
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stem not from interpretation but from mere exteriorizing of the symbols, for 
painting, like playing and dancing, is a way of relating to reality. The symbolic 
mode may in fact be the only way open for patients to mobilize dissociated feel- 
ings and in particular, aggression, that is, punishable behavior. These sy mbolic 
— are ag behavior in Cantril’s sense (aggredio—‘I go out against’ or 

| approach’.). In the psychotic this is undoubtedly one of the most important 
functions of symbolic behavior. 

Such reconnaissance must of course be reinforced or rewarded and the 
therapist must vary his rewards so that while he accepts freely he uses praise and 
approval ¢ guardedly. Praise particularly should be reserved as a reward for social 
performance w hen socialized symbols appear as the theme of painting, etc. Such 
an approach encourages the development and maintenance of realistic socially 
viable behavior in the patient, and what is this but encouraging reality testing. 
It guards against dependency and those distortions which occur when the patient 
comes to see the therapist as someone who will lay down his life for him. To 
avoid the disillusion which such a fiction cannot help engendering, the therapist 
must remain a real person who praises honestly and with discrimination. Such an 
approach can be closely linked to contemporary learning theory and obviously has 
many implications for the training of those who will become skilled in art, poetry, 
dancing, ceramic and other activities which will allow the very sick to com- 
municate. , 

Meares does not rationalize his activities in this way, indeed he is scrupulously 
careful to avoid theorizing. One hopes however, that in later works he will 
explore further the method which he has recorded so vividly and well in this fine 
book. We suspect that when he comes to do so he will find that it can be most 
parsimoniously stated in the terms we have used. At the present time one of us is 
examining artistic and other forms of symbolic communication from this point of 
view. While there are still great gaps in our knowledge, a book such as The 
Door of Serenity suggests that it should not be impossible to discover the prin- 
ciples behind such brilliant pieces of exploration if only we are as sensitive and 
diligent as Doctor Meares. 


H. OsmMonpb 





“Wanted to complete files following issues of Digest of Neurology and 
Psychiatry: 1951 — January and March; 1952 — February, 1953 — February 
and August; and 1956 — April. Will pay $1.50 per issue. Write—Dr. A. 
Hoffer, University Hospital, Saskatoon, Saskatchewan.” 
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FACTORS INFLUENCING FIRST ADMISSION RATES 
TO CANADIAN MENTAL HOSPITALS* 


II. AN ANALYSIS OF PROVINCIAL DIFFERENCES, 1950-1952. 
By lan Grecory', M.A., M.D. (Cambridge), D. Psych. (Toronto) 


A. INTRODUCTION 


The frequency of mental disorders in a population may be measured i 
terms of prev valence (the total number of cases at a given time), incidence (the 
number of new cases arising within a specified time) or expectancy (the chance 
of becoming ill for persons remaining alive throughout the period of risk, during 
which the illness may develop. Strémgren (1950) has remarked that social 
authorities are more apt to be concerned with estimates of prev valence, whereas 
biologists are more interested in expectancy, and he reviewed three main types 
of method that have been widely used in studying frequencies — (i) sampling 
methods, (ii) Census investigations, (iii) hospital-admission statistics. 

The most significant contribution made by sampling methods would appear 
to be that of Fremming (1947, 1951), who succeeded in tracing more than 92 
per cent of a sample of 5,500 persons who had been born in the Danish island of 
Bornholm over half a century previously. The results were in very close agree- 
ment with those of an earlier census investigation of the same island that had 
been undertaken by Strémgren (1938). Other census investigations of major 
importance include those by Lewis (1929) relating to mental deficiency in 
England and Wales; L emkau, Tietze and C Looper (1941, 1942 a and b, 1943) for 
a health district of the city of Baltimore; Roth and Luton (1943) for Williamson 
county, Tennessee; Kaila (1942) for Finland; Mayer-Gross (1948) for a rural 
area in Scotland; Sjégren (1948), Béék (1953) and Larsson and Sjogren (1954) 
for segments of the population of Sweden. Of recent years, there have also 
been proceeding in North America several most interesting studies relating the 
prevalence of mental disorders with numerous social variables of possible aetio- 
logical significance (e.g. Milbank Memorial Fund, 1953). 

Although the use of total numbers of patients in mental hospitals has long 
been recognized as giving an inadequate picture of the prevalence of mental dis- 
orders in the population, the annual first admission rates to mental hospitals have 
continued to be regarded to some extent (varying with different investigators) 
as reflecting the incidence of new cases of mental disorders. Many studies of 
these rates have been undertaken, and those examining trends over periods of 
time have been reviewed in a previous article (Gregory, 1956). Such rates of 
first admission, indeed, may vary with time, place and numerous social variables. 
Amongst the most extensive studies along these lines may be mentioned those by 
Landis and Page (1938), based largely on data from Massachusetts and New York 
states; Day ton (1940) for Massachusetts; Malzberg (1940, 1955 a and b, etc.) for 
New York state; Mdegaard (1945, 1946, etc.) for Norway; Wanklin et al 
(1954, 1955) and Buck et al (1955 a and b, 1956) for the province of Ontario. 

In an earlier study the present author (Gregory, 1956) examined trends in 
first admission rates for Canadian mental hospitals over the period 1932-1953, 
and the present article consists of an attempt to elucidate factors underlying 
differences in average first admission rates between the ten provinces of Canada 
during the three-year period 1950-1952. Other attempts have been made to 
compare the distribution of mental disorders over large geographical areas (e.g. 
White, 1903; Penrose, 1939), but comparisons have “usually been restricted to 
/ "Received September 1957. 


1From the Ontario Hospital, London, Ontario and the Department of Psychiatry, University of Western 
Ontario. 
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much smaller areas. However, the occasional examination of such diverse 
material as the present sample may point up marked differences not apparent 
in more homogeneous samples. 


Sources of data B. METHOD 


With the exception of the numbers of certificated specialists in psychiatry 
residing in each province (w hich were derived from the register of the Royal 
( ‘ollege of Physicians and Surgeons of Canada, 1953), all statistics used in compil- 
ing the present analysis were obtained from publications of the Dominion 
Bureau of Statistics in Ottawa. eo were derived from the annual reports 
on mental institutions (1950-1952), the census of Canada (1951) and intercensal 
population estimates. 

Coverage 

Similar considerations to those mentioned in a previous article (Gregory, 
1956) apply to the coverage of data on first admissions during the three vears 
currently under examination. The cases studied here constitute patients admitted 
to those institutions submitting detailed information on each first admission by 
means of statistical reporting cards. Institutions using this card system of report- 
ing represent over 90 per cent of total reported mental hospital capacity in 
Canada, and during the three-year period under consideration included the two 
federal institutions and all the provincial mental hospitals and training schools 
for defectives listed by the Dominion Bureau of Statistics. Also included were 
admissions to one 39 bed unit in Saskatchewan subsequently classified as a 
municipal psychiatric unit, one 38 bed unit in Manitoba and one 228 bed unit 
in British Columbia subsequently classified as provincial psychiatric hospitals. 
Excluded from consideration were admissions to four private hospitals (in three 
provinces), and to sixteen county and municipal institutions in the province of 
Nova Scotia (which also serve largely as homes for the aged and infirm). 

During the three-year period under consideration (1950-1952) the annual 
numbers of first admissions recorded on statistical reporting cards were over 
ten thousand, and the total number of first admissions involved in this analysis 
is 32,604. : 
First admission rates were calculated, expressed and compared as follows: 

(i) all rates are calculated from the average vearly numbers of first admis- 
sions during the three-year period, 1950-1952. ; é 

(ii) all rates are expressed per 100,000 general population. 

(ili) aggregate rates (all diagnoses together) are either age specific or 
standardized for age. 

(iv) standardized rates were calculated by the direct method (Hill, 1955), 
using the population of the w hole of Canada, 1951, as the standard population. 

(v) rates for each of eleven selected diagnoses are based on specified age 
ranges (0-19 years for mental deficiency, 60 years and over for the organic 
psychoses of senility, and ages 20 years and over for all remaining diagnoses). 

(vi) Spearman’s rank correlation coefficient (Moroney, 1956) was used in 
comparing provincial age sex standardized rates with a number of social variables 
(see table 1), and in comparing rates for selected diagnostic groups with overall 
standardized rates and with percentage of voluntary first admissions (see 
table IV). 

Cc. RESULTS 
1. AGE STANDARDIZED FIRST ADMISSION RATES, BY PROVINCE 
(a) Total rates 


In six provinces the overall standardized rates were in close proximity to 
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the national average. In two provinces, British Columbia and Saskatchewan, 
they were greatly in excess of the average, while in Quebec and Newfoundland 
they were substantially below the rates in other provinces. 


(b) By sex 

Saskatchewan was the only province in which female rates exceeded male 
rates during the period under examination. In most other provinces the excess 
of male rates over female was relatively minor, but in Quebec, Newfoundland 
and Prince Edward Island, it was quite marked. 
(c) In relation to selected social variables 

In addition to standardized first admission rates, Table I contains figures 
on the interprovincial distribution of selected social variables, several of which 
have in previous studies shown some association with rates of admission. Rank 
correlation coefficients have been calculated between the overall age sex 
standardized first admission rates and each of these social variables. Some 
degree of association is suggested in several instances (and might be supported 
if the figures had been derived from much larger numbers of observations), but 
the only correlation reaching the level of probable statistical significance 
(p <0. 05) is that between overall age sex standardized rates and the percentage 
of first admissions coming to Hospital on their own voluntary application 
(r = + 0.70, for all provinces, excluding Newfoundland). There is, however, 
a much more significant (p < 0.001) rank correlation between overall standardiz- 
ed rates and rates for psychoneuroses (vide infra). 


2. AGE SEX SPECIFIC FIRST ADMISSION, BY PROVINCE 


(a) Ages 0-19 years 

In a previous study (Gregory, 1956), marked fluctuation in rates for this 
age group corresponded in time with changes in the available accommodation 
in training schools for mental defectives. 

Figures in table II appear to reflect similar provincial differences in ac- 
commodation of this nature. The two provinces with the highest rates in this 
age group (British Columbia and Ontario) both expanded their training school 
facilities during the period under scrutiny, while the three provinces w ith the 
lowest rates (Newfoundland, Prince Edward Island aud New Brunsw ick) were 
deficient in such accommodation. 

In all provinces except Alberta and Newfo ndland, there was an excess 
of male rates over female in this age group. 

(b) Ages 20-29 years to 60-69 years inclusive 

In almost all instances the rates in these age groups reflected similar inter- 
provincial differences to the overall age standardized rates, with Newfoundland 
and Quebec well below the national averige while Saskatchewan and British 
Columbia were considerably above. 

In most provinces female rates exceeded male rates in the age group 30-39 
years, but male rates were higher than female in the other age groups. 

(c) Ages 70 years and over 

Rates for this age group were highest in Saskatchewan and lowest in Nova 
Scotia, but figures for the latter province do not include a number of mentally 
ill patients admitted to county and municipal institutions (vide supra- coverage). 

If Nova Scotia is excluded, rank correlations between provincial rates for 
this age group and the social variables shown in table I reach a level of probable 
significance in three instances — the percentage of the population married 
(r = + 0.69, with p < 0.05), the percentage foreign born (r = + 0.68, with 
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p < 0.05), and the number of psychiatrists per 100,000 population (r = + 0.65, 
with p slightly > 0.05). 

In all provinces except New Brunswick male rates in this age group exceeded 
female rates. 

3. FIRST ADMISSION RATES FOR SELECTED DIAGNOSES, BY PROVINCE 
(a) C.N.S. syphilis 

Rates for this diagnosis showed the usual male predominance, and tended 
to be somewhat higher in the eastern than in the western provinces. 
(b) The functional psychoses 

[he rates for schizophrenia were highest in British Columbia and Saskat- 
chewan, and lowest in Quebec, but otherwise did not correspond too closely 
to the overall standardized rates. Rates for females exceeded those for males 
in seven of the ten provinces, but male rates were slightly higher than female in 
the national average. 

Rates for the affective psychoses (manic-depressive and involutional) show- 
ed the usual predominance of females in most provinces, but no other consistency 
in the provincial rates was apparent. 

The diagnosis of paranoid state was made more commonly in the western 
than in the eastern provinces. 

(c) Senile psychoses and cerebral arteriosclerosis 

Rates for the organic — of senility were consistently higher for 
males than females, and had : 1 provincial epoca very similar to that for 
all mental disorders in persons aged 70 years and ove 
(d) Alcoholic psychoses and alcoholism without per 

The diagnosis of alcoholic psychosis was commoner than that of alcoholism 
without psychosis in the provinces of Nova Scotia and Quebec, but otherwise 
the latter diagnosis tended to be more frequent. For both diagnoses combined, 
the rates were highest in Prince Edward Island and British Columbia, lowest in 
Quebec and Ontario. 

The usual marked excess of male over female rates is noted for both 
diagnoses and all provinces. 


raBL_e IV 


RANK CORRELATION COEFFICIENTS BETWEEN PROVINCIAL FIRST ADMISSION RATES FOR SELECTED 
DIAGNOSTIC GROUPS, OVERALL AGE SEX STANDARDIZED RATES AND PERCENTAGE OF 
VOLUNTARY ADMISSIONS 


Correlation with overall Correlation with 
Diagnostic group age sex standardized percentage of 
first admission rates voluntary admissions 

Schizophrenia +0.57 +0.54 
Functional psychoses (schizophrenia, manic 

depressive, involutional and paranoid) +0.52 +0.53 
Senile psychoses and cerebral arteriosclerosis +0. 39 +0.48 
\lcoholic psychoses and alcoholism without 

psychosis +0.57 +0.49 
Psychoneuroses +0. 88% +0.50 
Mental deficiency without psychosis. . . +0.19 0.00 


1) p<0.001 
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(e) Ps ychoneuroses 

[he rates in most provinces and for the country as a w hole were con- 
siderably higher for females than males. The provincial distribution of these 
rates correlates highly (r L 0.88) and extremely significantly (p < 0.001) 
with the overall age sex standardized first admission rates (see Table IV). 
(f) Mental deficiency without psychosis 

[hese rates were consistently higher for males than females, and the pro- 
vincial distribution corresponded closely with that for all diagnoses in the age 
group 0-19. 

D. DISCUSSION 


Authors of studies on mental hospital first admission rates have not in- 
frequently based their conclusions on the assumption that differences in these 
rates (according to time, place or other variables) reflected corresponding 
differences in the incidence of the mental disorders concerned (e.g. Dayton, 
1940, Malzberg, 1940, 1955a and b). 

Of recent years, however, there has been increasing recognition of various 
influences on admission rates besides differences in the frequencies of mental 
disorders. Strémgren (1950) reviewed at some length a Danish study by 
Svendsen, who distinguished three groups of factors — other than morbidity -- 
which might affect admission rates. These groups of factors he called (i) 
“populational” (changes in total population, or composition by age, or social 
groups,) (ii) “nosoc omial” (circumstances affecting availability of mental hos- 
pit: il or clinic assistance), (ili) “threshold-affecting” (such as the attitude of the 
general population towards mental hos pitals or the severity of illness). 

In spite of obvious difficulties in assessing the possible influence of factors 
in the latter two groups, Svendsen appenenity felt able to make adequate 
allowance for them. In another careful study, Goldhamer and Marshall (1949) 
attempted to make comparisons for Massachusetts’ rates (1840-1940) which 
equated the class of patients received and the conditions affecting hospitalization. 
Mdegaard (1952) also considers that adjustments can be made to admission 
statistics which render them nearly as informative as census investigations. 

However, Kramer et al. (1955) point out that, no matter how carefully 
done, such studies suffer from the limitation that the relationship existing between 
the number of persons hospitalized for a given disorder and the number of 
persons in the population with the same disorder who never reach a mental 
hospital is not known. They add that hospitalization rates are a result of the 
incidence of mental disorder and a series of socio-economic and administrative 
factors and they enumerate a number of such factors very similar to those 
postulated by the present author as a result of a previous examination of trends 
in Canadian statistics (Gregory, 1956). 

Information derived from the present analysis of differences in first admission 
rates between the ten provinces of Canada suggests that these differences are 
less indicative of incidence than of such factors as social judgement of mental 
abnormality, social demand for mental hospital care, availability of mental hos- 
pital accommodation, availability of alternative psychiatric facilities and varia- 
tions in diagnostic criteria. 

E. SUMMARY 


he present article is the second part of a study of first admission rates to 
Canadian mental hospitals, and consists of an analysis of differences in rates 
for each of the ten provinces during the three year period 1950-1952. 

Overall age standardized rates were much higher than the national average 
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in two provinces, British Columbia and Saskatchewan, and considerably lower 
than the average in Quebec and Newfoundland. 

The provincial distribution of age sex standardized rates showed a positive 
correlation with percentage of voluntary admissions that was probably significant, 
and a higher positive correlation with admission rates for psychoneuroses that 
was extremely significant. 

Female rates exceeded male rates most commonly in the age group 30-39 


vears (and in the overall rates for Saskatchewan), but in most age groups and 
provinces male rates were higher than female. 

The provincial distributions of rates for the age group 0-19 years, and 
for the diagnosis of mental deficiency, reflected the accommodation available 
for cases with this disorder.’ 

The provincial distributions of rates for the age group 70 years and over, 
ind for the organic psychoses of senility (excluding in both instances the 
province of Nova Scotia), showed moderate and probably significant positive 
correlation with the percentages of married and foreign born in the adult 
population, and with the concentration of psychiatrists. 

The provincial distributions of rates for the intermediate age groups tended 


to reflect that of the overall age standardized rates. Rates for psychoneuroses 
correlated highly with the latter, but rates for other diagnoses were more 
randomly distributed. 

It is concluded that differences in mental hospital first admission rates for 
the Canadian provinces during the period 1950-1952 are less indicative of the 
incidence of mental disorders than of such factors as social judgement regarding 
what constitutes mental abnormality, social demand for mental hospital care, 
availability of mental hospital accommodation or of alternative psychiatric 
facilities, and variations in diagnostic criteria. 
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AMNESIA AND THE AMNESTIC SYNDROME 
A. Krar, M.D.! 


Memory dysfunction accompanying organic brain disease is usually found 
in one of three forms. First, recollection of a circumscribed period of time is 
lost as in the amnesia following an epileptic attack or in other conditions with 
loss of consciousness. Second, recent memories can not be recalled whereas 
remote memories remain available for recall at least for a considerable length of 
time. This type of organic memory dy sfunction forms the core of the amnestic 
x Korsakow syndrome. Third, names of persons, things or data cannot be re- 
called. In its severe form and particularly if it concerns names of objects, this 
type of organic memory dysfunction is called nominal or amnestic aphasia. 
Recent studies have shown that a milder degree of this kind of memory dysfunc- 
tion is much more prevalent than the term nominal aphasia would imply 1), 

A great number of patients show more than one type of organic memory 
impairment. In these, the clinical picture tends to be complicated and difficult 
to analyse. It is the purpose of this paper to discuss the relationship of circum- 
scribed organic amnesia and the amnestic syndrome. A short analysis of the 
concept of the amnestic syndrome appears necessary. It was first described by 
Korsakow in chronic alcoholics suffering from polyneuritis as a “special type 
of mental disorder”). Later observations, however, showed that the same type 
of mental disorder occurs frequently in cases on basis other than chronic al- 
coholism. It was found in such etiologically different conditions as brain injuries, 
strangulation, intoxications of different kinds, metabolic disorders, infectious dis- 
eases, tumors, vascular and degenerative diseases of the brain. It also occurs 
after electroshock therapy although usually only tempor: arily. In spite of the 
varied etiology, the syndrome retains such a remarkable constancy that it became 
customary to speak of Korsakow’s syndrome in cases etiologically far remote 
from “alcoholic polyneuritic psychosis” 

The amnestic syndrome is characterized by disorientation particularly in 
time, impairment of ‘immediate recall, loss of recent memory, retroactive loss of 
remote memory of varying extent and a tendency to confabulation. Minor 
variations from the typical picture may occur, however. Confabulations, for in- 
stance, may be absent during the whole course of the disease or may disappear 
with progressive deterioration. The retroactive loss of remote memories may be 
absent in the beginning of the disease only to become more apparent as it pro- 
gresses. 

The characteristic feature common to the amnestic syndrome of different 
etiology is the impaired immediate recall and the loss of recent memories “of the 
person as a whole”. Partial memories on the other hand are usually preserved ®* 

Changes in the emotional sphere are found in all cases suffering from an 
amnestic syndrome. Some patients are anxious or depressed, others euphoric. 
Many become indifferent or apathetic particularly when the amnestic syndrome 
lasts for some time and increases in intensity. 

The course the syndrome takes with an individual patient depends on the 
nature and course of the underlying pathological condition. Three main types 
may easily be differentiated in this respect *), 

The first group includes many disiulins and senile patients in whom the 
syndrome dev elops ¢ gradually, taking a chronic course without much change in 
symptomatology until the patient dies or, as sometimes occurs, improves. 


1From the Allan Memorial Institute, Department of Psychiatry, McGill University, Montreal, Quebec. 
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A second group comprises those cases in whom the amnestic syndrome 
occurs after an acute damage to the brain such as severe concussion, localized 
brain injury involving the brain stem, strangulation, cafbon monoxide poisoning 
etc. In cases of this kind the patient may ‘be unconscious for a varying length 
of time, from several minutes to several hours or even day s. If he survives, “he 
passes through a period of clouded sensorium, confusion and delirious behaviour, 
which may last from a few days to several weeks. After the sensorium has 
cleared, an amnestic syndrome remains which in turn may last from several weeks 
to several months, or may even be permanent! 5), Psy chiatrically, therefore, the 
course in such cases may be divided into three stages. The first is characterized 
by loss of consciousness, the second by impaired consciousness as revealed by a 
clouded state and delirious behaviour and the third by the amnestic sy ndrome. 
he amnestic syndrome represents the mildest but the most enduring stage where- 
as the previous two stages are the expression of the acute impact of the damage 
to the brain. The extent of the damage and its reparability determines whether 
the last stage, the amnestic syndrome, will eventually clear up or remain perma- 
nently. Associated with this second group are the cases in whom the amnestic 
syndrome develops out of a toxic delirious psychosis as for instance, in delirium 
tremens‘? 

In the third group, the clinical events develop i in the opposite direction. In 
cases of tumor of the third ventricle, the pituitary or the pineal g eland, the follow- 
ing observations can frequently be made. The patient first shows an amnestic 
syndrome of increasing severity which may last for several weeks or months. 
Phen a confusional state develops of variable duration which in some cases lasts 
several weeks, in others only a few days. Eventually the patient slips into coma 
which is terminated by death. 

Unfortunately no statistics are on record regarding the relative incidence 
of the three different courses the amnestic syndrome may take. The increas- 
ing frequency of head injuries e.g., and also the better know ledge of the syndrome 
in acute conditions would seem to indicate that the cases with a chronic’ sympto- 
matologically unchanging picture which the psy chiatrist usually sees in mental 
hospitals form actually only a minority of the cases suffering from an amnestic 
syndrome. 

The close relationship of the amnestic syndrome to loss or impairment of 
consciousness in the clinical course of many cases suggests also a psychopatho- 
logical relationship between impaired awareness on the one hand and the amnestic 
syndrome on the other hand. Clinical examination of patients in acute conditions 
of impaired consciousness as in delirium tremens or after strangulation’ *) post- 
operative confusion after lobotomy or occasionally after electroshock-treat- 
ment'*) reveals the essential sy mptoms of the amnestic syndrome: defect of recent 
personal memories, impaired immediate recall, disorientation and sometimes even 
confabulations. These sy mptoms may be hidden behind the more impressive 
psychopathologic: il manifestations (illusions, hallucinations and delirious be- 
haviour) so often accompanying impaired pe erceptual awareness but they can 
always be demonstrated on psychiatric examination. 

Clinical observation, readily, also shows that the patient suffering from a 

chronic amnestic syndrome is quite c: apable of integrated perceptions, originating 
both from the environment and his own body and of purposeful and goal directed 
actions. Perceptual awareness and a high degree of integrated behaviour is 
present in such cases. The same holds true for those cases where the amnestic 
syndrome develops out of a condition of unconsciousness or a clouded state once 


the acute stage has passed. 
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Impairment of another functional mechanism, not identical with perceptual 
1wareness, seems therefore to be oper ative in the amnestic syndrome. 

In a previous analysis it was reported that the patients behaved as if the 
events of direct and vital concern to themselves did not affect them. The 
patients experienced these events in a passive and impersonal manner, as r' the 
events had lost all personal meaning for them. 

Very few events in adult life derive their personal meaning solely from the 
strength of the sensoric perceptions of the actual situation and the emotional re- 
: eee to them. In most instances the personal me aning of an event is based on 
the memories of previous similar situations with their v aried affective components 
which serve as a conceptual scheme for recognition and recall). The individ- 
ual’s attitude both at the time of the experience and at the time of rec = are also 
important factors determining whether an event becomes meaningful ¢ r remains 
deprived of meaning as is the case with so many events in daily life. ‘Milani 
in many instances the individual may not realize w hy a particular event go 
me aningful to him, a reaction is initiated which starts with the more or less 
iutomatic focusing of attention to the particular event and eventually seep to its 
integrated registration as the personal memory of an experience av: ailable for 
future recall. 

It would appear that the functional impairment operative in the amnestic 
syndrome is the inability of the patient to integrate the sensoric perceptions and 
affective components of a given situation with similar previous ones to a personal 
meaningful experience. Impairment or loss of awareness of personal meaning is 
part of the passive and impersonal way by w hich the patient with an amnestic 
syndrome experiences events, of his lack of sustained attention, and leads, as far 
as memory is concerned, to the lack of integrated personal memories. 

Awareness of personal meaning is naturally based on perceptual awareness 
as one of its essential prerequisites. A person who is unable to perceive and re- 
cognize a situation clearly or not at all cannot be expected to grasp the personal 
meaning this situation may have for him. That seems to be the reason why the 
essential components of the amnestic syndrome, namely impaired recall and loss 
of recent personal memories, can alw ays be found in conditions of impaired per- 
ception, as in clouded and delirious states. 

On the other hand, a person may be able to perceive and recognize the 
individual components of a given situation and still be unaware of its personal 
meaning. It seems safe, therefore, to assume that impaired perceptual awareness 
is always accompanied by impairment of awareness of personal meaning whereas 

e latter may be found alone without the former. 

In other words, intact perceptual awareness, seems to be only one of the pre- 
requisites of awareness of personal meaning. Psychological and clinical observa- 
tions show that affective components, past and present, related to the actual situa- 
tion play an important role in the awareness of personal meaning. One would 
expect, therefore, that pathological conditions which interfere with the avail- 
ability of these affective components may lead to impairment of this type of 
1wareness and eventually to an amnestic syndrome. 

From these considerations the characteristic psychopathological features of 
the amnestic syndrome become more easily understandable. First, the memory 
defect involves primarily recent personal memories, namely memories of events 
which occurred since the impairment of the higher integrative function called 

‘awareness of personal meaning” took place. It also becomes understandable that 
such events cannot be recalled ‘spontaneously and without external aid even when 
ind after the amnestic syndrome has cleared up, although some psychological ex- 
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periments have shown that under special conditions memory traces of recent per- 
ceptions are present and operative in the patient with an amnestic syndrome. 
[hese memory traces, however, remain fragmentary, bits and pieces unavailable 
for future remembering under ordinary biological conditions. Recollection of 
integrated personal experience on the other hand have not been produced by such 
patients. 


The fact that in amnestic syndromes of longer duration remote memories are 
also lost is no contradiction to the view which sees the essential feature of the 
amnestic syndrome as the loss of recent memories. Lidz has shown that when the 
recent past is not freely available, retrogressive memory deficit will follow and 
the patient becomes increasingly isolated and apathetic’ 1), 


Furthermore if the patient with an amnestic syndrome is unable to recall] the 
events which are me: aningless to him, he actually behaves in the same w ay as any 
normal person. However, due to his inability to grasp the personal meaning of 
situations, many more events remain meaningless and therefore unavailable for 
integrated registration and future recall than in a normal person. 


[his becomes more evident in the light of the observations by Russell and 
Nathan‘!2), Klein and Kral‘), Griinthal®) and others, who reported that patients 
with an amnestic syndrome of medium severity were apparently able to recall, 
although in a distorted manner, certain experiences which had a strong emotional 
charge and therefore a “personal meaning” of which other events were deprived. 

Also, in cases of increasing severity of the amnestic syndrome, as in brain 
stem tumor Cases, correspondingly stronger emotionally charged experiences are 
required to be remembered until eventually even the most strongly charged ex- 
periences cannot be recalled anymore. In cases of lesser severity as in some 
amnestic syndromes of traumatic origin more experiences become available for 
future recall as the condition improves and the patient becomes more interested 
in his surroundings until even apparently neutral events can be remembered as in 
normal life. 

The psychopathological relationship between the amnestic syndrome and 
amnesia also becomes clearer. While the former is a selective impairment of 
memory function both as regards the relative time quality and also the emotional 
charge of the events to be remembered the latter is unselective in both respects 
and comprises all events occurring in a certain time period. The difference 
though striking clinically and puzzling psychopathologically is actually one of 
degree. In conditions of unconsciousness where perceptual awareness is absent 
and conscious perceptions do not occur, integrated registration does not seem to 
take place. Consequently, no events can be recalled even with outside help. It 
is only when consciousness is regained and perceptual awareness returns that 
memories become available first as bits and pieces and later when awareness of 
personal meaning also returns as personal memories. This view, however, applies 
only to the anterograde amnesia as seen e.g. in Cases with brain concussion, CO- 
poisoning or strangulation. The frequent retrograde part of the amnesic gap is 
apparently of psy chogenic origin and amenable to future recall with or even with- 
out the help of external clues, the more so the more extensive the retrograde 
amnesia originally was'5), 

The clinic al and psy chopathological relationship between amnesia and amnes- 
tic syndrome is paralleled by the pathological findings. 

Neourosurgical experiences and clinico-pathological observations have de- 
monstrated that brain stem lesions may lead to loss or impairment of conscious- 
ness. Although opinions are somewhat divided as to the precise localization of 
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such lesions, no disagreement exists regarding the posterior hypothalamus as one, 
possibly the most important site. 

This is the more interesting as the lesions responsible for the amnestic syn- 
drome in many cases are localized in the same region. Gamper published i in 1928 
his findings 1 in the brains of 16 y oung patients who had suffered from Korsakow’s 
psy chosis and had died shortly after the onset of the disease). The patho- 
logical changes found in these brains were qualitatively identical with those 
usually found in Wernicke’s disease. They consisted, in the most acute cases in 
proliferative changes of the vascular elements and the glia, whereas the nervous 
elements were relativ ely well preserved. Inflammatory changes were absent, so 
were hemorrhages in most cases. In cases of longer duration, regressive changes 
of the nervous elements became more prominent as well as fibrillary glial pro- 
liferation, leading eventually to atrophy and sclerosis of the structures involved. 
The lesions were found only in the brain stem, in an area extending from the 
dorsal vagal nucleus cephaled to the anterior commissure. 

The mammillary bodies showed the maximum changes. They were found 
severely affected even in cases where other brain stem structures remained free 
and they showed the maximum atrophy in the older cases. The cerebral cortex, 
and the basal ganglia on the other hand were found free of the characteristic 
lesions. Gamper’s neuropathological findings in alcoholics were confirmed by 
Neubiirger"), Kant“, Zahnd“” and recently by Malamud and Skillicorn®). 
Since then many cases of amnestic sy ndromes of various etiology were reported 
with lesions involving the posterior hypothalamus and the mammillary bodies. 
Griinthal'®), Williams and Pennybacker*) and others found an amnestic syn- 
drome with ‘craniopharyngiomas, Lhermitte et al.‘2% with a glioma multiforme, 
Sprofkin and Sciarra‘?!) with tumors of the posterior portion of the third 
ventricle. 

Brouwer‘??? reported on an amnestic syndrome with a circumscribed ence- 
phalitis involving the hypothalamus and the mammillary bodies, Benedek and 
Juba‘? investigated the brains of 2 cases of senile patients with the same clinical 
picture and found the ty pical senile changes (Alzheimer’s degener ration and senile 
plaques ) in the mammillary bodies. Kral‘?*) and Bay ‘?>) have reported on cases 
of brain injury caused by wounds of the brain stem in the region of the posterior 
hypothalamus where for many months an amnestic sy ndrome dominated the 
clinical picture. 

These findings make the close relationship of the amnestic syndrome to im- 
pairment and loss of consciousness in the course of many Cases more easily under- 
standable. 

Impairment and/or loss of consciousness may be caused by lesions of the 
posterior hypothalamus part of which, namely the mammillary bodies, have been 
found to be the site of pathological changes in many cases with an amnestic 
syndrome. 

It would seem that severe, particularly acute lesions of this region lead to 
unconsciousness or clouded states whereas less severe lesions may lead to an 
amnestic syndrome. An amnestic syndrome w ould be expected to emerge also 
when the acute impact of a severe lesions on this part of the brain stem incom- 
pletely subsides leaving behind a slowly reversible or permanent damage as in 
some cases of brain stem injury or encephalitis. If on the other hand a short- 

lasting and reversible interference with brain stem function occurs as in most 
cases of brain concussion’?® or with epileptic discharge’ 27) loss or clouding of 
consciousness is not followed by an amnestic syndrome. The memory loss 
noticeable in such cases is a circumscribed amnesia for the time of unconscious- 
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ness, accompanied in some cases by a retrograde amnesia. When, however, 
lesions impinging on the posterior hy ‘pothalamus take a — course, as for 
instance with tumors of this region, the amnestic syndrome would be the first 
psychiatric disturbance to appear to be followed by clouding of consciousness and 
eventually coma and death. Successful removal of the tumor like in the cases of 
Foerster and Gagel'**) and Williams and Pennybacker'!®) may interrupt this 
sequence at any stage. Even the amnestic sy ndrome may improve or disappear 
completely w hen no irreversible damage has yet occurred before operation. 

As regards the emotional charge involv ed in the awareness of personal mean- 
ing and the possible localization of lesions responsible for an impairment of this 
mechanism, the findings based on Papez hypothesis are of importance. 

Papez proposed in 1937 that the ensemble of the following structures: hypo- 
thalamus, gyrus cinguli, hippocampus and their interconnections represent the 
anatomical. basis of the emotions‘*®), They constitute a “harmonious mechanism” 
which may elaborate the functions of central emotion, as well as participate in 
emotional expression. In this ensemble the mammillary body bears the main 
hypothalamic relations to the cortex. Papez supported his proposition by clinical 
and anatomical data. Confirmatory evidence has since been accumulated by 
clinical observations as well as by experimental studies by Cobb, Fulton“), and 
McLean‘), 

he fact that the mammillary bodies are so frequently found directly affected 
in cases with an amnestic syndrome may be due to their anatomical situation in 
the posterior hypothalamus, near the pituitary and the pineal g gland. There they 
are exposed to the many kinds of lesions involving this region of the brain-tumors 
arising from the walls of the third ventricle or one of the glands just mentioned, 
injuries to the base of the skull and the brain, infectious processes spreading from 
the ventricular system and the cysternae, etc. There also seems to exist some 
pathoclitic affinity of these brain stem structures to lesions caused by certain 
metabolic changes like thiamine deficiency, as evidenced by the anatomical find- 
ings in W ernicke’s disease and Korsakow’s psychosis‘!*), 

[he mammillary bodies are situated at the crossroad of two important cere- 
bral systems — the ac tivating reticular system of Magoun and the harmonious 
mechanism of Papez. Their function may be interfered with by destructive 
lesions in any one of these two systems. Although the consequent loss of aware- 
ness of personal meaning may in such cases be masked either behind the signs of 
impaired perceptual awareness — clouded sensorium and delirious behaviour — or 
behind the loss of drive and apathy, its clinical manifestations in remembering: 
Impaired immediate recall and loss of recent personal memory are demonstrable 
on psychiatric examination. 


Summary 

A close relationship seems to exist both clinically and psychopathologically 
between impairment of consciousness and its consequence in memory function- 
circumscribed amnesia-and the amnestic or Korsakow syndrome. In many cases 
an amnestic syndrome develops out of conditions of loss or impairment of con- 
sciousness or it mitiates a clinical course which leads to impairment or loss of 
consciousness and eventually even to death. Although in such cases the amnestic 
syndrome is usually of short duration, numerically they seem to be more frequent 
than the chronic symptomatologically unchanging c cases which one sees in alco- 
holics and seniles. 

Psy chopathologically amnesia represents an unselective loss of memory for 
a limited period of time, due to lack or impairment of perceptual awareness. 
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[he amnestic syndrome on the other hand represents a selective type of memory 
dysfunction whereby recent personal memories cannot be recalled. It seems to 
be due to impairment of an integrative function other than perceptual awareness 
namely awareness of the personal meaning of events which is necessary for the 
registration of events as personal experiences available for future recall. Intact 
perceptual awareness is an essential pre-requisite for awareness of personal mean- 
ing but the latter is also dependent on the emotional charge of the situation. 
Consequently lesions and processes involving those structures of the brain 
functionally responsible for perceptual awareness and/or for emotional functions 
may be expected to lead to an amnestic syndrome. This is born out by neuro- 
pathological findings which demonstrate pathological changes in the hypothalamus 
in cases with impairment of consciousness and in the mammillary bodies with 
Korsakow’s syndrome. The mammillary bodies form part of the activating 
system responsible for conscious perceptual awareness as well as of Papez’ 
harmonious mechanism of the emotions. 
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OBJECTS AND BY-LAWS OF THE CANADIAN PSYCHIATRIC 
amin ASSOCIATION—REVISED 1958* 


1. To further the increase of psychiatric knowledge and to encourage and 
develop research into the causes, treatment and prevention of mental disorders. 

2. To establish an organization on behalf of the psychiatrists of Canada for their 
mutual benefit, for the exchange of scientific information and for the promotion 
of their professional welfare and usefulness. 

3. To represent the members of the Association in their relationships with the 
Government of Canada, provincial and municipal governments, universities, 
medical associations and other associations, organizations and bodies with which 
the psy chiatrists of Canada from time to time may have relationships. 

4+. To encourage psychiatric education in universities, hospitals and related in- 
stitutions and the establishment of mental health clinics, demonstration units and 
other facilities for the advancement of psy chiatric education and for the improve- 
ment and extension of the treatment of mentally ill persons. 

5. To publish journals and other literature for the dissemination of psychiatric 
knowledge to medical practitioners and others. 

6. To receive bequests, donations, grants of money and to raise monies by 
membership fees, public subscription or in any other manner that is not contrary 
to the laws of Canada or any of the provinces for the carrying out of the objects 
of the Association. 

Head Office 

1. The Head Office of the Association shall be in the City of Ottawa in the 
Province of Ontario and at such place therein as the Directors may from time to 
time determine. 

Seal 

2. The Seal, an impression whereof is stamped in the margin hereof, shall be 
the Corporate Seal of the Association. 

Membership 

3. The Association shall consist of active members, associate members, inactive 
members, honorary members, and life members. 

4. Every duly qualified medical practitioner who is licensed to practise in one 
of the provinces and who has specialized in the practice of psychiatry for at 
least 3 years prior to his application for membership may apply to become an 
active member. 

5. Every duly qualified medical practitioner who is licensed to practise in one 


°(As amended at Annual Meeting, Halifax, N.S. June 21, 1958). 





ANNOUNCEMENT 

“At the last Annual Meeting of the Association the Objects and By-laws 
were amended. Many of the changes are procedural only but the attention of 
the membership is drawn to Section 3, 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 50, 
51 and 52 of the By-laws. Section 5 now provides for anyone registered in an 
approved course in the postgraduate study of psychiatry to become an associate 
member and Section 8 provides for life members. The Secretary is now review- 
ing the list of Charter Members and those eligible for life membership will be 
notified as soon as possible in 1959. If anyone who was a Charter Member and 
has reached the age of 65 is not notified by March 31, 1959, he or she should 
get in touch with the Secretary. There are no membership fees for life 
members.” 
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of the provinces and who has had at least one year’s practice in a mental hospital 
or its equivalent or anyone who is registered in an approved course in the post- 
graduate study of psy chiatry may apply to become an associate member. 

6. Any active member or associate member who is unable to continue payment 
of dues as a consequence of hardship or illness, may apply to become an inactive 
member. 

Any person may be elected to honorary membership at any general meeting 
of the Association, upon being nominated by two active members, by an affirm- 
ative vote of two-thirds of the active members present, provided, however, there 
shall not be more than ten honorary members of the Association. 

8. Life members usually consist of active or associate members who were charter 
members and have remained continuously in good standing to the age of 65 or 
who have been in good standing for at least 10 years on reaching the age of 65. 


Procedure for Active Membership, Associate Membership and 
Inactive Membership 
9. Every person who is desirous of becoming an active member or an associate 
member of the Association shall submit to the Secret tary an application in W riting 
signed by the applicant with a recommendation signed by two active members. 
10. The Secretary shall transmit the application to the membership committee 
(described in by-law 49). 
11. The membership committee shall have the right to communicate with any 
active member or associate member of the Association with the object of ascer- 
taining whether the applicant is properly qualified and a fit person to be an 
active member or associate member and if the application is approved by all of 
the members of the membership committee, the Secretary shall notify the 
applicant that his applic: ation is approv ed and the applicant shall become an active 
member or associate member upon payment of the membership fees (referred 
to in by-laws 51 and §2). 
12. Applications for inactive membership shall be dealt with by the membership 
committee and if all of the members of the committee approve, the Secretary 
shall notify the applicant that his application is approved. 
13. (1) An applicant for active membership, associate membership or inactive 
membership who is not satisfied with a decision of the membership committee 
may appeal to the Board of Directors. 

(2) The decision of a majority of the members of the Board of Directors 
shall be final. . 
Cessation of Membership 
14. An active member or associate member may withdraw from the Association 
by sending a letter of resignation to the Secretary and the withdrawal shall 
become effective upon its acceptance by the Board of Directors. 
15. An active member or associate member who has not paid his membership 
fees within the six months after the date that such fees become due, shall auto- 
matically cease to be a member, but he shall be reinstated upon payment of the 
arrears in fees. 
16. The Board of Directors may terminate the membership of any active mem- 
ber or associate member by an affirmative vote of two-thirds of the active mem- 
bers present at any meeting of the Board of Directors. 


General Meetings of the Association 

17. The Board of Directors shall determine the time and the place of general 
meetings of the Association and in the ordinary course of events, there shall be 
one general meeting each year. 
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18. The Board of Directors may convene a special gener ral meeting of the As- 
sociation at such time and place as the Board shall determine. 

19. The Secretary shall mail to every member (of all classes) of the Association 
a notice of every general meeting not less than three weeks before the date of 
the meeting. ; : 

Adjournments 

20. Any meeting of members or Directors of the Association may be adjourned 
to any time and from time to time and such business may be transacted at such 
adjourned meeting as might have been transacted at the original meeting from 
which such adjournment took place. No notice shall be required of any such 
adjournment. 

Order of Business 

21. At any general meeting of the Association the President, or in his absence 
the chairman of the meeting, shall determine the order of business and at ev ery 
annual meeting the order of business shall include: 

(a) a report of the Board of Directors; 

(b) a balance sheet as at the preceding December 31st along with a general 
statement of income and expenditure for the fiscal period ending upon 
the date of such balance sheet and the report of the auditors thereon; 

(c) election of the Board of Directors; 

(d) appointment of the auditors for the ensuing year; 

(e) announcement of the officers elected for the ensuing year; 

(f) the appointment of two scrutineers for the coming year. 


~— 


Voting 
22. At any general meeting of the Association each active member who is 
present at the meeting shall be entitled to one vote. 
23. Any active member whose fees are in arrears shall not be entitled to vote. 
24. Every question shall be decided by a majority of the votes cast by the 
active members present at a meeting unless otherwise required in these by-laws 
and voting shall be by a show of hands unless the chairman of the meeting directs 
that some other method of voting be employ ed. In case of an equality of votes, 
the chairman shall be entitled to a casting vote. 
Board of Directors 
25. The affairs of the Association shall be managed by a Board of Directors con- 
sisting of the President, the immediate Past President, the President-elect, the 
Secretary, the Treasurer and 12 active members each of whom shall, throughout 
the term of his office be an active member of the Association in good standing, 
and shall hold office until the next annual general meeting, or until his successor 
is elected. Officers and members of the Board of Directors shall be eligible for 
re-election or re-appointment. 
26. (1) 12 members should be nominated by the Provincial Divisions or affiliat- 
ed Societies on the following basis: ; 
(a) Two Directors by the affiliated Association in Quebec; 
(b) Two Directors by the affiliated Association in Ontario; 
(c) One Director by the affiliated Association in each of the remaining 
eight provinces — Newfoundland, New Brunswick, Nova Scotia, 
Prince Edward Island, Manitoba, Saskatchewan, Alberta and British 
Columbia. 
(2) (a) Where more than one affiliated Society exists in a province, the 
Director or Directors from that province shall be nominated by a joint 
meeting of the executives of the affiliated Societies. 
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(b) Where no affiliated Society exists in the province, the Director or 
Directors from that province shall be nominated by a mail ballot of the 
members of the Association in that province. 
(3) These nominations shall be received by the Nominating Committee and 
presented to the Annual Meeting. 
27. Vacancies in the members of the Board of Directors, including officers, 
may be filled by the Board of Directors and an officer or member of the Board 
who is appointed to fill a vacancy shall hold office until the next general meeting 
of the Association, or until his successor is elected. 
28. Seven members of the Board of Directors shall form a quorum for the trans- 
action of business. 
29. The President of the Association shall determine the time and place of the 
meetings of the Board. 
30. The Secretary shall notify the members of the Board of Directors not less 
than five days before a meeting is to take place. 
31. Questions arising at any meeting of the Board of Directors shall be decided 
by a majority of votes of the members present at the meeting. In case of an 
equality of votes, the chairman shall have a casting vote. 
32. The members of the Board of Directors shall receive no remuneration for 
acting as such or for acting as an officer of the Association, except that the 
Board may authorize an honorarium for the Secret tary. 
33. The Board of Directors shall have the government and management of the 
Association and its assets, funds and property, and the management and control 
of its affairs and business and, in particular, shall have exclusive control of any 
real property of the Association and the income of all permanent funds includ- 
ing gifts for special o r general purposes and gifts and bequests for endowment 
or in trust. The Board of Directors may make or cause to be made for the 
Association, in its name, any kind of contract which the Association may law- 
fully enter into and gener ally may exercise all such other powers and do all 
such other acts and things as the Association by its charter or otherwise is 
authorized to exercise and do. , 
Officers 
34. The officers shall consist of the President, the immediate Past President, 
the President Elect, the Secretary and the Treasurer, all of whom shall be active 
members. ‘ 
35. The officers shall be elected by a mail ballot of the active membership 
of the Association and shall hold office until the next annual general meeting or 
until their successors are elected or appointed. Two months before the Annual 
Meeting, the Secretary shall send by mail to each active member a ballot with 
the nominations of active members proposed as officers by the Nominating 
Committee. The Secretary shall receive the completed ballots returned by the 
active members and shall present them unopened to the Scrutineers before the 
Annual Meeting. 
Duties of President and Vice-President 
36. The President shall preside at all meetings of the Association and of the 
Board of Directors. He shall be charged with the general supervision of the 
affairs and operation of the Association. During the absence or inability of the 
President, his duties and powers may be exercised by the President- elect. In 
the event that both the President and President-elect are absent from any meeting 
of the Association or the Board of Directors, the active members present at the 
meeting may elect a chairman who shall exercise the powers of the President 
during such a meeting. 


Oo 
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Duties of the Secretary 

37. The Secretary shall act as Secretary at every meeting of the Association 
and of the Board of Directors. He shall have the custody of all the records and 
minutes except the books of account which shall be kept in the custody of the 
lreasurer. He shall give all required notices of meetings of the Association 
and of the Board. He shall perform such other duties as may be required in these 
by-laws or by the Board of Directors. In the event that the Secretary is tem- 
porarily unable to carry out the duties of his office, the President of the As- 
sociation may appoint a member to be temporary Secretary. 

Duties of Treasurer 

38. The Treasurer shall keep full and accurate accounts of all receipts and dis- 
bursements of the Association in the proper books of account and shall deposit 
all funds in the name of and to the credit of the Association in such bank or 
banks as may from time to time be desi ignated by the Board of Directors. He 
shall disburse the funds of the Association under the direction of the Board of 
Directors, taking proper vouchers thereof and shall render to the Board at the 
regular meetings thereof or whenever required of him, an account of all his 
transactions as Treasurer, and of the financial position of the Association. He 
shall present at the annual general meeting of the Association a financial state- 
ment for the fiscal year ending on December 31st immediately preceding the 
meeting. He shall also perform such other duties as may from time to time be 
determined by the Board of Directors. In the event that the Treasurer is tem- 
porarily unable to carry out the duties of his office, the President may appoint 
a member to be temporary ‘Treasurer. 

Execution of Documents 

39. Deeds, transfers, licenses, contracts aps engagements on behalf of the As- 
sociation shall be signed by the President, o - President-elect and the Secretary. 
Contracts in the ordinary course of the en rations of the Association may be 
entered into on behalf of the nap sega by any two of the President, President- 
elect, Secretary and Treasurer o r by any two persons authorized by the Board 
of Directors. 

40. The President, President-elect, Secretary or Treasurer or any of them, or 
any person or persons from time to time designated by the Board of Directors 
may transfer any and all shares of stocks, bonds or other securities from time to 
time standing in the name of the Association in its individual or any other cap- 
acity or as trustee or otherwise and may accept in the name of and on behalf of 
the Association, transfers of shares of stock, bonds or other securities from time 
to time transferred to the Association, and may affix the corporate seal to any 
such transfers or acceptance of transfers, and may make, execute and deliver 
under the corporate seal any and all instruments in writing necessary or proper 
for such purposes, including the appointment of an attorney or attorneys to 
make or accept transfers of shares of stock, bonds or other securities on the 
books of any company or corporation. 

41. The Board of Directors may at any time by resolution direct the manner in 
which, and the person or persons by w hom, any particular instruments, contract 
or obligation of the Association may or shall be executed. 


Books and Records 


42. The Board of Directors shall see that all necessary books and records of the 
Association required by these by- laws or by any applicable statute or law are 
regularly and properly kept. 
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Auditors 
+3. One or more auditors shall be appointed at each annual meeting of the 
members of the Association. The auditors of the Association when appointed 
shall hold office until the next annual meeting after being appointed or until their 
successors are appointed. 

The auditors shall make an annual report to the members upon the balance 
sheet and every such report shall state whether in their opinion the balance sheet 
is a full and fair balance sheet properly drawn up so as to exhibit a true and 
correct view of the state of the Association’s affairs. 

Financial Year 

#4. The fiscal year of the Association shall coincide with the calendar year. 

Cheques, ete. — j 

45. All cheques, bills of exchange or other orders for the payment of money, 
notes or other evidences of indebtedness issued in the name of the Association, 
shall be signed by such officer or officers, employee or employ ees, agent or agents 
of the Association and in such manner as shall from time to time be determined 
by resolution of the Board of Directors and any one of such officers, employees or 
agents may alone endorse notes and drafts for collection on account of the As- 
sociation through its bankers and endorse notes and cheques for deposit with 
the Association’s bankers for the credit of the Association, or the same 
may be endorsed “for collection” or “for deposit” with the bankers of the 
Association by using the Association’s rubber stamp for the purpose. Any one 
of such officers, employ ees or agents so appointed may arrange, settle, balance 
and certify all books and accounts between the Association and the Association’s 

bankers and may receive all paid cheques and vouchers and sign all the bank’s 
forms of settlement of balances and release or verification slips. 

Deposit of Securities for Safekeeping 

46. The securities of the Association shall be deposited for safe-keeping with 
one or more bankers, trust companies or other financial institutions to be selected 
by the Board of Directors. Any and all securities so deposited may be with- 
drawn, from time to time, only upon the written order of the Association signed 
by such officer or officers, employee or employ ees, agent or agents of the As- 
sociation and in such manner as shall from time to time, be determined by 
resolution of the Board of Directors and such authority may be general or con- 
fined to specific instances. ‘The institution which may be so selected as custodians 
by the Board of Directors, shall be fully protected in acting in accordance with 
the direction of the Board of Directors and shall in no event be liable for the due 
application of the securities so w ithdrawn from deposit or the proceeds thereof. 
Borrowing 

47. The Board of Directors may: 

(a) borrow money upon the credit of the Association; 

(b) limit or increase the amount to be borrowed; 

(c) issue debentures or other securities of the Association; 

(d) pledge or sell such debentures or other securities for such sums and at 

such prices as may be deemed expedient; 

(e) mortgage, hypothec cate, charge or pledge all or any of the real and 
personal property, present and future, undertaking any rights of the 
Association to secure any such debenture or other securities or any 
money borrowed or any other liabilities of the Association. : 

Nothing in this clause contained shall limit or restrict the borrowing of 
money by the Association on bills of exchange or promissory notes made, drawn, 
accepted or endorsed, by or on behalf of the Association. 
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Employees 

48. The Board of Directors may employ any person or engage the services of 
any person on such terms and remuneration as the Board may determine and any 
person so employed or engaged may or may not be a member of the Association. 
Custody of the Seal 

49. The Secretary shall have the custody of the corporate seal of the As- 
sociation. 

Committees 

50. (1) At the first general meeting of the Association and at every annual 
meeting thereafter, a membership committee consisting of three active members 
shall be elected to hold office until the next general meeting or until their suc- 
cessors are elected and the membership committee shall exercise the powers and 
duties described in by-laws 9, 10 and 11. 

2) At the first general meeting of the Association and at every annual 
meeting thereafter, there shall be elected a nominating committee consisting of 
three active members. The nominating committee shall prepare from among 
the active members of the Association a list of nominations for election as 
officers which shall be forwarded to the Secretary in sufficient time for him to 
send a mail ballot to the active membership as required in By-law 34. 

(3) At any annual meeting of the Association where officers are elected, 
any two active members may nominate an active member for election as an 
officer, in addition to the nominations submitted by the nominating committee. 
Fees 
51. There shall be no membership fee for honorary members, inactive members 
or life members. 

52. Active members shall pay an annual fee which shall be due and payable 
upon the Ist day of January each year, such fee to be determined from time to 
time by the Annual Meeting of the Association. No change shall be made in the 
annual fee except by the affirmative vote of 2/3 of the active members present. 
53. Associate members shall pay an annual fon which shall be due and payable 
on the last day of January each year, such fee to be determined from time to 
time by the Annual Meeting of the Association. No change shall be made in 
the annual fee except by an affirmative vote of 2/3 of the active members present. 
Affiliation 

54. The Board of Directors shall have power to conduct negotiations on 
behalf of the Association for the affiliation of the Association with the American 
Psychiatric Association, the Canadian Medical Association, provincial medical or 
psychiatric associations and any other medical or psychiatric or scientific as- 
sociations, but no such affiliation shall have any force or effect or be binding upon 
the Association unless it be ratified at a general meeting of the Association, 
Amendments, etc., of By-Laws 

55. (1) These by-laws may be repealed or be amended at any general meeting 
of the Association provided, however, that any repeal or amendment of the by- 
laws not embodied in the Letters Patent shall not be enforced or acted upon 
until the approval of the Secret tary of State has been obtained. 

(2) A member who intends to introduce a motion to repeal or amend any 
by-law shall send a copy of such motion to the Secretary not later than 30 days 
before the date of the meeting at which the motion is to be introduced and the 
Secretary shall send a notice of the motion to every active member not later than 
14 days before the meeting provided, however, that such notice may be waived 
by a unanimous vote of the members present at the meeting. 
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‘STELAZINE’ 


ANTIPSYCHOTIC 


for treatment of chronic and 
withdrawn schizophrenics 


‘Stelazine’ is the first psychopharmacologic 
agent to be effective in significant 
numbers of chronic and withdrawn 


schizophrenic patients. 


Prime candidates for ‘Stelazine’ therapy 
are the “back-ward,”’ withdrawn patients 
for whom drug therapy has been 
abandoned or perhaps never attempted. 
Clinical studies!:?* have demonstrated 

that on ‘Stelazine’ therapy these patients 
become alert, communicative, sociable and 
responsive to the therapeutic milieu. 

Many appear to be beneficially motivated, 
and for the first time show an interest 


in leaving the hospital. 


It is Stelazine’s effectiveness in these 
patients that has set it apart from other 
psychopharmacologic agents. Withdrawal 
should be considered an indication, rather 
than a contraindication, for ‘Stelazine’. 
Moreover, chronicity and failure to 
respond to other drugs are good reasons 
for a clinical trial. 

We are convinced that once you have tried 
‘Stelazine’ in your chronic and withdrawn 
patients you will find that this drug is 
truly a different and very important 
addition to your armamentarium. 
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ADMINISTRATION AND 
DOSAGE OF ‘STELAZINE’ 


‘Stelazine’ dosage must be adjusted to the severity of 
the condition and to the response of the individual. 
Dosage should be titrated carefully in order to achieve 
maximum therapeutic effect with the lowest possible 
dose. 


Oral 
The recommended starting dose is 5 mg., b.i.d. or t.i.d. 
(Small or emaciated patients should be started on 


2 mg., t.i.d.) 


Dosage should be increased gradually. The majority 
of patients will show optimum response on 15 to 20 
mg. per day, although a few may require 30 mg. or 
more. A dosage level producing the desired therapeu- 
tic effect should be reached within two or three weeks 
after the start of therapy. 


When maximum therapeutic response is achieved, 
dosage may be reduced to a satisfactory maintenance 
level. Because ‘Stelazine’ is inherently long-acting, 
maintenance doses are usually administered b.i.d. 


Intramuscular (for rapid control of severe symptoms) 
The usual dose is | or 2 mg., injected intramuscularly. 
(Since the intramuscular administration of ‘Stelazine’ 
produces such a rapid response, intravenous injection 
does not appear to offer any significant advantage.) 


The initial dose may be repeated, if necessary, ar 
intervals of 4 to 5 hours. ‘Stelazine’ is an inherently 
long-acting drug; therefore, the recommended time 
lapse between injections should be carefully observed 
to avoid the possibility of an excessive cumulative 
effect. Only in very exceptional cases should the intra- 
muscular dosage of ‘Stelazine’ exceed 10 mg. within a 
24-hour period. As soon as a satisfactory response is 
observed, oral medication should be substituted at a 
comparable or slightly higher dosage level. 


The parenteral use of ‘Stelazine’ has been exception- 
ally well tolerated; pain and induration at the site of 
injection have not been reported. 


SIDE EFFECTS 


Clinical experience has shown that when side effects 
occur, their appearance is usually restricted to the 
first 2 or 3 weeks of therapy. After this initial period, 
they appear infrequently even in the course of pro- 
longed therapy. Termination of ‘Stelazine’ therapy 
because of side effects is rarely necessary. 


Extrapyramidal symptoms 

Extrapyramidal symptoms are seen in a significant 
number of patients given “Stelazine’. These symptoms 
may resemble Parkinsonism or be of the dystonic 
type. The muscles of the face and shoulder girdle may 
be selectively involved. Symptoms observed have in- 
cluded: spasm of the neck muscles, extensor rigidity 
of back muscles, carpopedal spasm, oculogyric crisis, 
trismus and swallowing difficulty. Occasionally, there 
may be elements of excitement and increased sug- 
gestibility. 


These extrapyramidal symptoms are reversible. They 
subside gradually—usually within 24 to 48 hours— 
when dosage is lowered or the drug temporarily dis- 
continued. If desired, they may be more promptly 


controlled by the concomitant administration of anti- 
Parkinsonian agents. Severe dystonia has responded 
rapidly to intravenous caffeine sodium benzoate. 


Akathisia (motor restlessness and turbulence) 

Some patients may experience an initial transient 
period of stimulation or jitteriness, chiefly character- 
ized by motor restlessness and sometimes insomnia. 
These patients should be reassured that this effect is 
temporary and will disappear spontaneously. If this 
turbulent phase becomes too troublesome, reduction 
of dosage or the concomitant administration of small 
doses of phenobarbital or some other mild sedative 
may be helpful. 

At times, this effect may be strikingly similar to the 
original anxiety manifestations of the psychosis. Thus, 
it is important to identify these symptoms as a side 
effect, and to see to it that the dosage of ‘Stelazine’ is 
not increased until these symptoms have disappeared. 


Others 

Other side effects have been minor. Drowsiness has 
occurred but has been transient, usually disappearing 
in a day or two. There have been occasional cases of 
dizziness, muscular weakness, anorexia, rash, lactation 
and blurred vision. 


‘Stelazine’ is contraindicated in comatose states. For 
further information, see the S.K.F. literature. 


CHEMISTRY 
‘Stelazine’ is 10-[3-(1-methyl-4-piperazinyl)-propyl]-2- 
trifluoromethylphenothiazine dihydrochloride. 
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HOW SUPPLIED 
*Stelazine’ is available in the following forms, strengths 
and sizes: 
*Stelazine’ Tablets 
2 mg. strength, bottles of 50, 500 and 5000 
5 mg. strength, bottles of 50, 500 and 5000 
10 mg. strength, bottles of 500 and 5000 


*Stelazine’ Concentrate 
2 oz. (57 cc.) bottles (10 mg./cc.), in cartons of 12 


*Stelazine’ Sterile Solution 
10 cc. multiple-dose vials (2 mg./cc.), packaged indi- 
vidually and in boxes of 10 


‘Stelazine’ Ampul Solution 
1 cc. ampuls (1 mg./cc.), in boxes of 6 and 100 
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